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ABSTRACT 
All over Australia, disordered eating rates are increasing. Decades of research have indicated 
that perfectionism is a key risk factor for disordered eating behaviour. While there remains 
some debate about the specific facets of perfectionism, there is general agreement that 
perfectionism can be delineated based on the perceived source: self-oriented perfectionism 
(i.e., “I must be perfect”) and socially prescribed perfectionism (i.e., “They require me to be 
perfect”). Conceptually, this overlaps with social psychology. Specifically, this mirrors 
traditional social identity approaches of how individuals integrate personal identity content 
with social identity content. However, to date no research has used a social psychological 
approach to understand how perfectionism comes about, how it may lead to disordered eating 
behaviour, and thereby imply how social psychology could aid in therapeutic approaches to 
reduce perfectionism. In this thesis, I argue that self-oriented perfectionism and socially 
prescribed perfectionism are analogous to personal identity content and social identity 
content. Across five papers, I present evidence for this social identity approach to 
perfectionism in disordered eating. Firstly, I present the Consolidated Perfectionism Model to 
explain how self-oriented perfectionism and socially prescribed perfectionism can be 
considered from a social identity perspective, integrating cross cultural, clinical, and 
sociocultural perspectives on perfectionism in disordered eating. Secondly, I present 
qualitative evidence suggesting that self-oriented perfectionism is absorbed through 
intrapersonal factors, and socially prescribed perfectionism is in fact a self-control norm 
transmitted through “fat talk.” Third, through two correlational studies, we find that 
perfectionism pressure does appear to relate to thin ideal beliefs, but in another study, low 
self-control was related to disordered eating above body dissatisfaction. Fourthly, I present 
data that suggests socially prescribed perfectionism relates to disordered eating through 
negative urgency (a facet of self-control), indicating that disordered eating behaviour is 
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driven by a negative reaction to socially prescribed perfectionism norms present within the 
immediate social environment. Fifth and finally, I present evidence that we can reduce 
socially prescribed perfectionism by manipulating the context of health messages to counter 
perfectionism. We conclude by discussing how this new perspective can add to therapies 
designed to reduce perfectionism. This thesis adds to social psychological theory by further 
presenting evidence that the social identity approach has utility in changing toxic group-based 
beliefs. However, it also has implications for clinical psychology, by presenting evidence that 
the use of explicit social psychological frameworks may add to traditional clinical 
approaches. Overall, this thesis presents strong evidence for the use of social psychology 
approaches to clinical disorders, especially in disordered eating. 
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CHAPTER ONE: INTRODUCTION 
Problem statement 
In the past few decades, disordered eating has become more prevalent in certain sectors of 
western society (Mitchison, Hay, Slewa-Younan, & Mond, 2014). While there is some 
research indicating that eating disorders (or manifestations of disordered eating that meet 
diagnostic criteria) have dropped in certain western societies worldwide (Udo & Grilo, 2018), 
there are indications that the prevalence of sub-threshold disordered eating has not changed 
(and even may have increased) in the past decade in Australia (Da Luz et al., 2017). Part of 
the reason for these fluctuations in disordered eating rates may be due to societal level factors 
that shift over time, as eating is heavily affected by social context (Higgs & Thomas, 2016; 
Vartanian, Sokol, Herman, & Polivy, 2013). While some previous research has explored how 
disordered eating can be affected by social identity and context (Cruwys, Platow, Rieger, 
Byrne, & Haslam, 2016), these approaches to disordered eating are largely rooted in 
individual-based models (e.g., the roles of beliefs and individually motivated factors). As 
such, it may be also worth considering how the elements of traditionally individualised 
approaches to disordered eating can be reconceptualised as facets of social identity.  
One particularly important antecedent of disordered eating clearly carries a social 
component: perfectionism (Hewitt, Flett, & Ediger, 1995). Defined as “overdependence of 
self-evaluation on the determined pursuit of personally demanding, self-imposed standards” 
(Shafran, Cooper, & Fairburn, 2002, p. 778), perfectionism has been shown to predict and 
maintain disordered eating behaviours (Stice, 2002). There is debate on the sub-constructs of 
perfectionism (Burgess, Frost, & DiBartolo, 2016; Sherry, Hewitt, Besser, McGee, & Flett, 
2004; Slof-Op't Landt, Claes, & van Furth, 2016; Stairs, Smith, Zapolski, Combs, & Settles, 
2012), but generally, most contain a facet that describes a perceived pressure from others to 
be perfect, or a form of socially prescribed perfectionism. This form of perfectionism, or SPP, 
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is largely treated as a personal trait-like factor (Kim, Chen, MacCann, Karlov, & Kleitman, 
2015). 
 However, there are two problems with considering SPP as a stable, personal factor 
that leads to disordered eating. One, social expectations on perfectionism may have some 
basis in reality, which is why perceptions of SPP can be affected by context (i.e., a person can 
consider pressure to be perfect to be different depending on what immediate group is salient 
to them; see Mitchelson & Burns, 1998). Second, the lack of precision on the resulting 
measures of perfectionism (i.e., pressure to be perfect from an abstract “other people”, as 
opposed to pressure from specific groups) means the link between disordered eating and 
perfectionism cannot be explained (Bardone-Cone et al., 2007). This is especially important 
as different groups carry different ideals of what it means to be perfect. Without 
understanding what specific groups consider to be perfect, it is difficult to understand why 
higher SPP may lead to disordered eating in some individuals but not others.  
Considering, therefore, how groups define perfection may improve frameworks in 
understanding how perfectionism and disordered eating are related. Approaching this 
research from a social psychological perspective may help clarify how the norms of social 
groups (i.e., what it means to be perfect) are translated in the actions and beliefs of the 
individual, via identification. This thesis provides a theoretical framework to understand 
perfectionism in disordered eating, and tests this framework through a series of studies.   
Aim 
The primary aim of this thesis is to test a social identity account of perfectionism 
within disordered eating.  
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Scope 
This thesis will largely focus on a trans-diagnostic view of disordered eating (Fairburn 
& Cooper, 2014). Although this thesis will discuss formal eating disorders, it will largely not 
consider the distinction between the disordered eating and eating disorders. This is important 
because this thesis will focus on the social psychological processes that relate to all forms of 
perfectionism and disordered eating.  
In pursuit of our aim, this thesis will limit the analysis in three specific ways. First, 
the key dependent variables in all studies will encompass one of two domains: behavioural 
(i.e., a continuous measure of disordered eating) or social psychological (i.e., perfection 
definition processes). By using a continuous measure of disordered eating (rather than strict 
diagnostic criteria), we avoid the pitfalls of previous studies which show deceptively high 
standard deviations and high rates of Type II errors in detecting disordered eating (Mintz & 
O'Halloran, 2000).  
Furthermore, by defining perfectionism as a social psychological construct (rather 
than just a psychological construct), this thesis will be able to explore the social contexts and 
social identities involved in perfectionism. It has been speculated that the link between 
disordered eating and perfectionism can be explained through social hierarchy processes 
(Bardone-Cone et al., 2007), and our thesis seeks to test this speculation. Second, this thesis 
will almost exclusively focus on young women, because of the greater prevalence of 
disordered eating in this sample (Keski-Rahkonen & Mustelin, 2016) and because the social 
risk factors involved in men appear to be significantly different (Raevuori, Keski-Rahkonen, 
& Hoek, 2014).  
Third, this thesis will exclusively use the social identity approach (Abrams & Hogg, 
1990; Tajfel, Billig, Bundy, & Flament, 1971) to address our understanding of perfectionism 
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in disordered eating. Although other social psychological and clinical approaches to 
perfectionism are important in understanding disordered eating, this thesis will argue for the 
utility of the social identity approach in the following chapters. As will be discussed in later 
chapters, we believe that the social identity approach offers the most useful way of 
understanding how personal and social factors relate to one another, and how each result in 
perfectionism beliefs linked to disordered eating. Our thesis, therefore, will focus on the 
variables of group membership and what it means to be a member of specific groups, as we 
argue that social group membership in groups that carry specific norms directly relates to 
perfectionism and disordered eating behaviour.  
Overview of thesis 
This thesis begins by providing an explanation of the methods used in this study. In the next 
chapter, it continues by providing definitions for disordered eating, explaining how 
disordered eating is a problem, and how perfectionism relates to disordered eating. To clarify 
how perfectionism can be seen from a social identity perspective, this thesis then describes 
social identity theory, and how it has been applied to our understanding of eating behaviours 
to date in Chapter Five. Using this theory, this thesis proposes a social identity account of 
perfectionism by presenting the Consolidated Perfectionism model in Chapter Six. This 
model proposes that perfectionism should be reconceptualised as the desire to meet the norms 
of a valued group, and proposes how this may relate to disordered eating behaviour. In 
Chapter Seven, we present qualitative evidence that perfectionism in eating disorders should 
be approached from a social identity perspective. This qualitative evidence also suggests a 
desire to ‘show perfection’ by displaying self-control (to valued group members) appears to 
drive disordered eating. This qualitative approach was chosen as, according to theory, 
individuals navigate their social identity, which means only participants can explain why they 
chose their identities as a narrative. In Chapter Eight, we present correlational evidence that 
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perceived perfectionism demands from different groups have different relationships with 
disordered eating. In Chapter Nine, we present evidence that self-control correlates with 
dieting intent, regardless of body dissatisfaction and dieting success beliefs. We then present 
evidence in Chapter Ten that negative urgency (a facet of self-control) mediates the link 
between socially prescribed perfectionism and disordered eating. We also present evidence in 
the same chapter that disordered eating and that the link between female identification and 
disordered eating may be confounded by perfectionism norms. By using a social identity 
approach, we present experimental evidence in Chapter Eleven that we can reduce socially 
prescribed perfectionism in a valued identity through frame of reference effects. The final 
chapter provides an overview of this thesis by summarising the results against the social 
identity framework proposed in Chapter Six. 
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CHAPTER TWO: METHODOLOGY OF STUDIES 
This project employed a variety of methods (qualitative, correlational, and 
experimental) to test a social identity account of perfectionism. Below, I have described the 
sampling methods, targeted participants, and statistical methods used, and how they align 
with the aims of each project. Each chapter contains a methods section, but here, I will 
describe the overall method (correlational, experimental, or qualitative), the aim of the study, 
and justification of the method used against alternative methods to addressing the aim of the 
study. A discussion on the general limitations involved of using participant pools and 
recruitment sources will also be addressed, considering the pros and cons of doing so. 
However, participant pools will also be discussed in Chapter Twelve under limitations.  
Chapter Seven used a qualitative approach to understanding how individuals with 
eating disorders navigate their social identity. I recruited women from various eating disorder 
agencies around Australia and from flyers around the host university, seeking Australian 
women with eating disorders (recovered or in recovery) to participate in this qualitative 
study. A qualitative approach was needed for three main reasons. First, social identity 
approaches maintain that individuals are agents of their own social identity (Turner, 1991). 
They freely navigate their social categorisation as per the needs and demands of the situation, 
and choose the groups that matter to them. Therefore, the best way to understand how an 
individual interacts with their social identities and navigates their social environment, within 
this approach, is through the use of qualitative approaches to understand their narratives 
(Jackson & Sherrif, 2013). Second, this paper follows on a previous study using the social 
identity approach in order to understand eating disorders, which also used a qualitative 
approach (Ison & Kent, 2010). Finally, this study helped identify what identities mattered 
against perfectionism and disordered eating, which informed what identities would be asked 
about in the modified perfectionism scales in the next few chapters. This social identity 
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approach also affected the construction of the questions so as to elicit an understanding of 
how participants saw themselves. This qualitative approach has some disadvantages, as it is 
not a goal of qualitative research to generalise. Rather, the goal is to gather rich data by 
understanding narratives and the commonality between them, all in order to highlight factors 
that may not be identified through other methods. 
For analysis of the qualitative data in Chapter Seven, I chose to use Interpretive 
Phenomenological Analysis, as this analytical method has been constructed with the goal of 
understanding participants’ personal and social world (Smith, Flowers, & Larkin, 2009), 
consistent with our goals. It would have been possible to use thematic analysis in context of 
our study, and considering the aim of understanding social identity, it was feasible that using 
a constructionist method in thematic analysis (see Braun & Clarke, 2006) could have led to 
an understanding of the aim in question. This was carefully considered; however, thematic 
analysis can lead to a lack of coherence in understanding individual participants’ lived 
experiences (focusing on similarity between participants), and generally requires far more 
participants to address commonality between participants (Braun & Clarke, 2006). By 
contrast, our goal was to understand each individual’s lived experiences, and IPA prioritises 
depth rather than commonality (Smith & Osborn, 2008). Therefore, this analytical method 
was deemed the most appropriate in the context of our research questions, and the given 
constraints of our sample (fewer participants due to rare occurrence of eating disorders, but 
more willing to speak at length). This method also has been employed in the past within a 
similar study on eating disorders with the same theoretical approach (Ison & Kent, 2010), so 
it was decided that maintaining analytical consistency would provide a clearer link between 
studies as well. It is also worth noting that while I wished to recruit individuals at various 
stage of recovery (i.e., those receiving no therapy, currently in therapy, or recovered), for 
ethical reasons and due the high risk in this sample (see Chapter Three for more information 
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on health risks of disordered eating), I could not do so. However, this Chapter still provides 
an understanding of how perfectionism relates to disordered eating. 
Chapters Eight and Nine used online surveys with participants via Reddit and 
Prolific™. Chapter Eight sought to understand the relationships between different types of 
perfectionism and disordered eating by presenting modified versions of established 
perfectionism measures (i.e., asking about the extent of perfectionism as it relates to the 
variety of identities highlighted by participants in Chapter Seven). This chapter then 
correlated these perfectionism measures against established thin ideal internalisation 
measures. Chapter Nine examined the link between self-control and dieting intent, examining 
whether this link remained when controlling for body dissatisfaction and dieting success 
beliefs. In these Chapters, I exclusively recruited female dieters, which was consistent with 
the thesis’ stated aim and transdiagnostic approach of investigating disordered eating in a 
prone subgroup (dieting women) more broadly. Our sample was restricted to those between 
18 and 45, as I wished to understand these concepts more broadly than just in younger 
individuals who may have more narrow definitions of their social identities, and who may 
have far less experience in caloric restriction than are older dieters.  
In these Chapters, I chose to use convenience samples via Reddit and Prolific™. 
These, however, do require more filtering (i.e., junk responses; see limitations in Chapter 
Twelve for more details on issues with this sample). There were other pools considered for 
these Chapters; specifically, I considered the use of a local university’s participant pool 
instead. University pools are generally much slower, but can mean higher quality data. Even 
though Prolific™ offers much higher pay than other participant pools (e.g., Amazon’s 
Mechanical Turk), and has much more stringent requirements than other online pools, it 
cannot replace the fact that university pools of University students are a motivated audience 
who may do the study out of motivation or out of course requirements (a course that they 
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themselves selected). Similarly, community samples (that are unpaid) can be considered to be 
interested individuals who do the survey out of passion for the project. The Reddit sample has 
some similar advantages and disadvantages. Unlike the Prolific™ sample, I did not pay the 
Reddit sample, as they completed a much shorter version of the study. Because it was on a 
strictly volunteer basis, this meant that I had very motivated participants, but at the same 
time, incomplete responses occurred as there was no incentive to finish. Considering these 
issues, I still decided to use this sample mix over others, as I believed that this sampling mix 
of intrinsically motivated (Reddit) and extrinsically motivated (Prolific™) samples would 
balance the issues seen in each. Furthermore, as discussed in Chapters Eight and Nine, these 
samples were found to be largely similar. A deeper exploration of the limitations of these 
participant pools are addressed in the limitations in Chapter Twelve. 
The correlational approaches used in Chapters Eight and Nine provided a framework 
for understanding how perfectionism and self-control might relate to disordered eating, and 
the mechanisms that could explain these observed relationships. Due to their cross-sectional 
survey design, it was impossible to make inferences about causality, and a longitudinal 
approach, although less efficient and more time consuming, could have highlighted the 
processes involved. For Chapter Eight, this was especially apparent, as a longitudinal 
approach would have meant that we would have been able to make claims about whether 
mediational hypothesis worked in the directions hypothesized. For Chapter Nine, this was 
less of an issue, as the mediation sequence had to be the one tested due to the nature the 
variables (i.e., a loss of self-control naturally leads to overeating, rather than the other way 
around). As such, these arguments for using a longitudinal design over a cross sectional 
design was considered against the aims of this research. However, this correlational method 
was judged appropriate for two reasons. The aims of each study in these chapters was mainly 
to act as a framework to understand phenomenon highlighted in the qualitative study 
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(Chapter Seven). The second reason was these chapters were only designed to indicate 
possible mechanisms for future studies to explore. Chapter Eight’s aim (to understand 
different types of perfectionism and their impacts on body image) was always designed to 
lead to an experiment to reduce perfectionism (Chapter Eleven), which would more directly 
test such causal mechanisms. The findings from Chapter Nine, meanwhile, were intended to 
help design another study testing how perfectionism and self-control link up to disordered 
eating (Chapter Ten). 
Chapter Ten used online surveys with samples recruited via the host university’s 
participant pools and Prolific™ in a correlational study. This Chapter sought to understand 
how female perfectionism may link with disordered eating tendencies through self-control 
failure. As the definition of “what it means to be a woman” may change through generations 
(as a social norm, see Chapter Four and Six), we sought to select a younger female sample, 
restricting the study to dieting women between the ages of 18-30. In contrast to paid online 
samples (Prolific™), host university pools are more engaged generally, so less filtering is 
required, but tend to be more homogenous (i.e., less generalisable) than are online samples. 
The issues raised earlier in this Chapter about Prolific still apply, but, a similar decision was 
reached that the mixture of these methods should address the limitations of homogeneity and 
motivation respectively. This study also used a correlational approach to assess the links 
between these concepts, ultimately leading to a mediational model. It is acknowledged in this 
Chapter that a cross-sectional (or correlational) design makes it more difficult to make 
assumptions about causality or mediation, but we chose to use this design as cross-sectional 
mediations may lead to highlight plausible mechanisms (to test in future research).  
Chapter Eleven used a similar participant pool to Chapter Ten, but was experimental 
in nature. This Chapter sought to investigate whether or not perfectionism norms could be 
changed by presenting statements on “what it means to be a perfect woman.” A similar 
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sample to Chapter Ten was needed, as this research primarily relied on a medium (i.e., blog 
posts) that mostly younger women would access regularly. We chose to use a between-
subjects experiment that used an ecologically valid approach (blogs) to potentially reduce 
perfectionism. Other methods, such as a correlational approach, could have been used with 
greater efficiency. However, it would not have led to an understanding of how we could 
reduce perfectionism. Furthermore, as Chapter Eight already addressed the types of 
perfectionism that were linked with disordered eating, it was deemed that an experimental 
method would be best for the research question. We did consider using a within-subjects 
design to address the research aim, but because of the nature of the study’s dependent 
variable (asking questions about perfectionism pressure from fellow women) it is likely to 
have caused greater saliency of perfectionism pressure across all conditions, and thus carry-
over effects. Therefore, a between subject study was deemed to be most appropriate for this 
aim. 
By using all of qualitative, correlational, and experimental methods, this thesis 
presented an explanation of how and why perfectionism may relate to disordered eating. Our 
qualitative approach, ostensibly, provided a descriptive account of how those with eating 
disorders navigate their social environment, thus highlighting social factors that are core as to 
why individuals develop eating disorders, but are often overlooked in research. In the 
subsequent three chapters, we used a correlational approach to build on the qualitative study; 
we explored the concepts discussed by our qualitative sample with a broader population of 
dieters. Finally, our experimental approach sought to use what we learned in the previous 
chapters to identify if we could reduce perfectionism in an at-risk population (young dieting 
women). Through this variety of methods, we endeavoured to provide an account of 
disordered eating and perfectionism.   
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CHAPTER THREE: DISORDERED EATING: A TRANSDIAGNOSTIC APPROACH  
Eating Disorders: Definitions, symptoms, prevalence, and mortality 
Disordered eating, defined here as engaging in a pattern of abnormal eating behaviours 
over a significant period of time, has been an issue for in medicine for hundreds of years. As early 
as the 14th century, there were reports of people voluntarily engaging in extreme food restriction 
(Bemporad, 1996) and even dying of malnourishment (Vandereycken & Van Deth, 1994). 
Binging and purging behaviours have also been noted as early as the 17th century (Parry-Jones & 
Parry-Jones, 1991). When disordered eating becomes more extreme, such that it causes 
significant distress or impairs an individual’s functioning, it may meet the clinical criteria for an 
eating disorder (ED). The Diagnostic and Statistical Manual of mental Disorders (fifth edition; 
DSM-5; American Psychiatric Association, APA, 2013), recognises three key eating disorders: 
Anorexia Nervosa, Bulimia Nervosa, and Binge Eating Disorder as well as a range of subclinical 
disorders such as atypical Anorexia and Purging disorder grouped under the Other Specified 
Feeding or Eating Disorders (OSFED). It is acknowledged that Rumination Disorder, Pica, 
Avoidant/Restrictive Food Intake Disorder, and Unspecified Feeding or Eating disorder are 
also included in the DSM-5. However, as these disorders either present in ways that do not 
match the main eating disorder types (e.g., Pica and Rumination usually are present in infants 
and young children, and often co-occur with intellectual disability) or are considered 
relatively new in the DSM-V with little longitudinal research evidence (e.g., 
Avoidant/Restrictive Food intake and Unspecified Feeding or Eating Disorder), we have 
chosen to exclude these disorders from our discussion. In this section, we discuss the 
diagnostic criteria, symptoms, and prevalence for the three main eating disorders, and discuss the 
subclinical form of disordered eating and the trans-diagnostic model of disordered eating.  
Anorexia Nervosa is the most severe eating disorder. It is characterised by significantly 
lower weight than would be expected given one’s age, due to a restriction of energy intake. 
PERFECTIONISM, SOCIAL IDENTITY, AND EATING                                                                                  57 
 
Symptoms also include severe concern about the consequences of eating (e.g., weight gain), 
consistent behaviour designed to lower one’s weight (e.g., excessive exercise, vomiting), and a 
psychological distortion or an exaggerated importance of one’s body weight/shape (APA, 2013). 
This is considered a long-term illness with a poor prognosis. The peak age of onset is usually 
about 19 years of age (Stice, Marti, & Rohde, 2013), and for adults with Anorexia Nervosa, full 
remission usually takes about six years (Herzog, Schellberg, & Deter, 1997), and relapse is 
common (Carter, Blackmore, Sutandar-Pinnock, & Woodside, 2004; Herzog et al., 1999). Those 
with this disorder also show significantly lower quality of life than those without the disorder, 
especially on the mental health domain (González-Pinto et al., 2004). This disorder often show 
comorbidity with anxiety and mood disorders, further contributing to the drop in quality of life 
(Kaye et al., 2004). A meta-review (a review of systematic reviews) has shown that Anorexia 
Nervosa has the highest mortality rate of any mental disorder, excluding substance abuse disorder 
(Chesney, Goodwin, & Fazel, 2014). Family-based treatment for Anorexia Nervosa is 
particularly effective for those who display symptoms in adolescence (Blessitt, Voulgari, & 
Eisler, 2015) but currently there is no clear evidence-based treatment of choice for treating 
Anorexia Nervosa in adults (Hay et al., 2014). Cognitive Behavioural Therapy (CBT) Enhanced 
may be effective (Fairburn, 2008), but further evidence is needed.    
Bulimia Nervosa is characterised by excessive intake of food with associated lack of 
control in a discrete period of time which occurs at least weekly in association with compensatory 
behaviours (e.g., vomiting, laxative abuse, excessive exercise) to prevent weight gain that occurs 
over at least a 3-month period (APA, 2013). Similar to Anorexia Nervosa, self-evaluation is 
heavily influenced by body shape and weight in Bulimia Nervosa. Unlike Anorexia Nervosa, 
however, Bulimia Nervosa is usually associated with a weight in the healthy range. However, 
Bulimia Nervosa is associated with a number of serious physical risks: stomach ruptures can 
occur during bingeing episodes, and purging can cause damage to the gastrointestinal system 
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(Mehler, 2011). Furthermore, cardiac irregularities can occur due to electrolytic imbalance 
(Mehler, 2011). Peak age of onset is usually around 16-20 years of age (Stice et al., 2013). 
Although quality of life with Bulimia Nervosa is generally lower than the general population 
(Ágh et al., 2016), and has high comorbidity with anxiety disorders (Kaye et al., 2004), therapy is 
much more efficacious. Prognosis for Bulimia Nervosa in adults and adolescents is positive, as 
CBT-E and interpersonal therapy have both shown good treatment efficacy (Fairburn et al., 2009; 
Fairburn, Jones, Peveler, Hope, & O'Connor, 1993) though the former is superior in efficacy 
(Fairburn et al., 2015). 
Binge Eating Disorder is a recently recognised eating disorder (APA, 2013), characterised 
by recurring episodes of binge eating similar to Bulimia Nervosa. These episodes include a sense 
of marked distress, a sense of disgust of oneself and eating much more rapidly than normal and 
other features. Unlike Bulimia Nervosa, however, by definition no compensatory behaviour is 
present. As a result, one common consequence for Binge Eating Disorder is obesity (Hudson, 
Hiripi, Pope Jr, & Kessler, 2007; Kessler et al., 2013), although not it is necessary for diagnosis. 
Peak age of onset is similar to Anorexia around 18-20 years of age (Stice, 2013). Quality of life is 
usually negatively affected to a similar extent as Bulimia and Anorexia Nervosa (Ágh et al., 
2016), partially due to comorbidity with other disorders such as anxiety disorders and mood 
disorders (Kessler et al., 2013). Mortality (compared to Bulimia Nervosa) is much lower, as 
mortality is not significantly higher compared to the rest of the population (Keel & Brown, 2010). 
The prognosis for Binge Eating Disorder is also positive, especially with CBT-Enhanced 
(Fairburn et al., 2009) as well as emerging evidence for Dialectical Behaviour Therapy (Kamody, 
Thurston, Pluhar, Han, & Burton, 2018). 
OSFED is a class of eating disorders where the symptoms of an eating disorder are 
present and cause clinically significant distress or impairment but do not meet the full criteria for 
other eating disorders (APA, 2013). This includes, for example, atypical Anorexia Nervosa 
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(where despite significant intentional weight loss, weight is within normal limits), Bulimia 
Nervosa/Binge Eating Disorder of low frequency/duration (where the frequency/duration of the 
disorder is below the cut-off), and purging disorder. Because of the variety of disordered eating 
present within this group of eating disorders, mortality, comorbidity, age of onset, and recovery 
varies considerably between the subtypes, although some evidence suggests that appears to be 
similar to Bulimia Nervosa (Riesco et al., 2018). 
Prevalence estimates vary for these disorders. The most recent available evidence 
suggests that 64 million people (or 0.9% of the world’s population) have symptoms that meet the 
diagnostic criteria for an eating disorder (Vos et al., 2016). Eating disorders appear to be much 
more prevalent in Western countries, although rates appear to be increasing for non-Western 
countries (Makino, Tsuboi, & Dennerstein, 2004; Qian et al., 2013). The most recent available 
evidence using the DSM-4 for eating disorder prevalence in Australia has estimated that about 
4% of the population had an eating disorder in 2012, mostly affecting women (Paxton et al., 
2012). Anorexia Nervosa is usually considered to be the rarest eating disorder, comprising around 
3% of Eating disorders in Australia (Paxton et al., 2012). Meanwhile, Bulimia Nervosa comprises 
12% of Eating disorders, Binge Eating Disorder 47%, and 38% other eating disorders (Paxton et 
al., 2012). 
 Estimates for the prevalence eating disorders in women, however, can range from 0.8% 
to 5% depending on the diagnostic criteria used (Mancuso et al., 2015), locale or region (Hoek, 
2016; Hoek, Bartelds, Bosveld, & van der Graaf, 1995; Makino et al., 2004), age (Swanson, 
Crow, Le Grange, Swendsen, & Merikangas, 2011), and ethnic groups analysed (Perez, Ohrt, & 
Hoek, 2016). Most strikingly, the change in the DSM-IV criteria to DSM-5 criteria can increase 
or decrease diagnosis rates in some disorders (Smink, van Hoeken, & Hoek, 2012). For example, 
in a sample of Australian eating disordered patients, retrospectively reclassifying patients’ 
symptoms via the DSM-5 criteria resulted in an increase of Anorexia Nervosa diagnosis to 47%, 
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from an original rate of 35% using the DSM-IV (Mancuso et al., 2015). Such a change was 
largely due to the removal of the DSM-IV amenorrhea criteria and a redefining of the low weight 
criteria (Allen, Byrne, Oddy, & Crosby, 2013). Similarly, reducing the minimum frequency of 
binge eating episodes to once a week in Bulimia Nervosa and the inclusion of Binge Eating 
Disorder led to a significant reduction in cases of Other Specified cases (Rosenvinge & Pettersen, 
2015) which accounted for as many as 60% of Eating Disorder (ED) cases when using DSM-IV 
criteria. Community rates are also much higher than rates seen in medical studies (Milos et al., 
2004), and a minority ever seek treatment (Hudson et al., 2007). As such, it is highly likely that 
these estimates are inaccurate to a significant degree. 
Part of the issue with trying to determine prevalence rates for eating disorders is the 
evidence shows that disordered eating shows an ‘iceberg’; while a large number of women show 
disordered eating behaviours which meet clinical levels, a much higher number of women display 
disordered eating at a subclinical level (Neumark-Sztainer, 2003). These disordered eating 
behaviours can include bingeing, unhealthy dieting, using diet pills, and excessive exercise, 
which are common behaviours (Bulik, Sullivan, Carter, & Joyce, 1997) which may also have 
physical consequences such as obesity or excess weight gain as a result of bingeing  
Therefore, it may be better to consider eating pathology as a spectrum, including 
behaviours of undereating (e.g., Anorexia Nervosa), overeating (e.g., binge-eating), 
compensatory behaviour (e.g., OSFED subtypes like Purging Disorder) or a mix (e.g., Bulimia). 
In other words, exclusively using clinical eating disorder rates to estimate the level of health 
burden of disordered eating presents an incomplete picture because subclinical levels of eating 
pathology may also be relevant to understanding health issues caused by disordered eating, but 
still be a problem for society and the individual. 
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Disordered eating: the continuum from undereating to overeating 
 Disordered eating, even in the absence of a formal diagnosis, presents a significant health 
issue for the population. If disordered eating is re-defined in the context of a continuous model, 
any long-term pattern of eating behaviours that causes negative consequences for an individual 
can be considered as pertinent to the topic of this thesis. An Australian study estimated that 
approximately 20% of the population show extreme weight control behaviours (i.e., purging or 
strict dieting), with a similar percentage of people engaging in bingeing behaviours (Hay, Mond, 
Buttner, & Darby, 2008). Disordered eating, even without a formal diagnosis, can cause 
significant medical issues; for example, long term patterns of low carbohydrate and low-calorie 
diets can trigger cardiac dysthymias, bone damage, and cancers (Bilsborough & Crowe, 2003). 
Bingeing can increase the risk for developing obesity (Hudson et al., 2007; Kessler et al., 2013), 
which in itself may be a consequence of disordered eating. 
 Obesity is a physical condition marked by excessive body fat, resulting in a Body Mass 
Index (BMI) over 30 kg/m2 (World Health Organisation, 2018). There are numerous health risks 
linked to obesity, including cancers and cardiovascular disease (Gallagher & LeRoith, 2015). 
Obesity is not a formalised eating disorder, but as it is a consequence of long-term unhealthy 
behaviour, it can be considered a possible consequence of disordered eating. This is much like the 
low body weight present in Anorexia Nervosa is a consequence of disordered eating behaviour 
(Hudson et al., 2007; Kessler et al., 2013). In fact, eating disorders and obesity share similar risk 
factors. Longitudinal studies and meta-analyses have shown that dietary restriction mostly 
predicts weight gain in both adults (Mann et al., 2007) and adolescents (Neumark-Sztainer, Wall, 
Story, & Standish, 2012), but this same behaviour also predicts the development of an eating 
disorder, especially in young adolescents and women  (Patton, Selzer, Coffey, Carlin, & Wolfe, 
1999).  
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 Although this evidence suggests that eating disorders and obesity appear to have the same 
precursors (Haines & Neumark-Sztainer, 2006), most public health approaches still consider 
these problems to be completely disconnected. The American Academy of Paediatrics has 
identified that many adolescents who develop an eating disorder do so as a desire to “eat healthy” 
as a reaction to obesity prevention messages (Golden, Schneider, & Wood, 2016). As part of 
health promotion strategies, school children are often presented with contradictory messages; 
children may be told in obesity prevention programs that weight is predominately due to food 
intake and exercise, but also told in an eating disorder prevention program that weight is mostly 
due to genetics (Neumark-Sztainer, 2005). Many obesity interventions may make children more 
aware of their diet and body weight through daily weigh-ins (Oude Luttikhuis et al., 2009), which 
may increase body dissatisfaction in young women (Friend, Bauer, Madden, & Neumark-
Sztainer, 2012). Meanwhile, many eating disorder interventions are designed to reduce emphasis 
on body shape and weight (Stice & Shaw, 2004). Both these interventions do not consider the 
context of the message, or the commonality between the two issues. Researchers have called 
these issues two sides to the same coin (Day, Ternouth, & Collier, 2009), especially considering 
that eating disorders and obesity also present similar levels of health burdens to society (Mond, 
Hay, Rodgers, & Owen, 2009). Therefore, examining the general prevalence of disordered eating 
behaviours may be give a more accurate understanding of the true cost of eating pathology, rather 
than just the prevalence and health cost of eating disorders or obesity.  
Disordered eating, thus, is itself an important area of research. There is some evidence 
that disordered eating behaviours in Australia are increasing (Hay et al., 2008; Sparti, 
Santomauro, Cruwys, Burgess, & Harris, 2019); however, subclinical disordered eating rates are 
difficult to ascertain. This is partially due to inconsistent definitions and varying cut-offs for 
clinical scales assessing disordered eating. For example, one large study in the United Kingdom 
found 12% of young women showed significant disordered eating behaviours (Solmi, Hatch, 
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Hotopf, Treasure, & Micali, 2014). In comparison, another study found about 9% of British 
women reported disordered eating behaviours that exceeded clinical cut-offs (Dolan, Lacey, & 
Evans, 1990). However, both of the scales (the SCOFF and the Eating Attitude Test [EAT-26], 
respectively) use cut offs to assess disordered eating behaviour (Garner, Olmsted, Bohr, & 
Garfinkel, 1982; Morgan, Reid, & Lacey, 1999), rather than focusing on the frequency of the 
behaviour in the general population. Disordered eating behaviours below a certain cut-off (e.g., 
purging once every three months) would not be detected by these scales, as these scales show 
strong reliability at detecting formalised eating disorders, or very high levels of disordered eating 
(Morgan et al., 1999; Scheinberg et al., 1993; Siervo, Boschi, Papa, Bellini, & Falconi, 2005). 
However, using such strict cut offs results in artificially high standard deviations and increases 
the likelihood of false negatives (Mintz & M Sean O'Halloran, 2000), which is especially 
problematic when considering the continuous nature of disordered eating (Shisslak, Crago, & 
Estes, 1995). Some researchers have added to this idea suggesting that disordered eating should 
perhaps be considered from a trans-diagnostic approach, thereby including subthreshold 
disordered eating (Fairburn & Cooper, 2014; Wade, Bergin, Martin, Gillespie, & Fairburn, 2006). 
This approach, and its relevance to the topic of this thesis, is discussed in more detail in the next 
section.  
The trans-diagnostic approach to disordered eating: risk factors and therapeutic 
approach 
A large body of evidence has suggested that disordered eating should be considered via a 
trans-diagnostic approach, as this approach may have better clinical utility in understanding the 
causes, aetiology, and eventual recovery pathways for eating disorders (Fairburn & Cooper, 
2014; Wade et al., 2006). This approach argues that focusing on the similarities in those with 
eating pathology, rather than considering eating disorders as discrete, separate presentations, is 
more consistent with the research evidence. This approach may lead to better therapeutic 
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outcomes (Fairburn, Cooper, & Shafran, 2003) and can predict who is most at risk for developing 
any form of disordered eating behaviour (Hoiles, Egan, & Kane, 2012).  
The trans-diagnostic approach to disordered eating fits the evidence in four key ways. 
Firstly, eating disorders (that do not contain bingeing) are continuous with normal behaviour 
(Williamson, Gleaves, & Stewart, 2005), showing that eating disorders are not always 
categorically different from normal eating behaviour. Secondly, eating disorder diagnoses are 
unstable, as most individuals move from one disorder to another as part of recovery (Fichter & 
Quadflieg, 2007), meaning that discrete categories do not accurately represent eating pathology. 
Thirdly, this model shows that most formalised eating disorders share three common features: 
body dissatisfaction, behavioural efforts to control one’s weight, and over-evaluation of one’s 
worth on the basis of body shape and weight (APA, 2013). Finally, it is not fully understood why 
some individuals develop Anorexia Nervosa, while others develop Bulimia Nervosa, even after 
exposure to the same risk factors (Jacobi, Hayward, de Zwaan, Kraemer, & Agras, 2004; Stice, 
Marti, & Durant, 2011; Striegel-Moore & Bulik, 2007).  
Using this trans-diagnostic model has added to our understanding of both predisposing 
and perpetuating factors for disordered eating. This model argues five key factors drive 
disordered eating: the core features of pre-occupation with weight/shape, with the maintaining 
mechanisms of low self-esteem, mood-intolerance, interpersonal difficulties, and clinical 
perfectionism (Fairburn et al., 2003). Interpersonal difficulties are likely related to social 
environments, as demographically, young women in highly competitive environments are most at 
risk (Mitchison & Hay, 2014). Cheerleaders and ballet dancers, for example, are especially 
vulnerable (Smolak, Murnen, & Ruble, 2000). In these spheres, the intense social interest in 
shape, weight, and eating behaviour may cause greater eating pathology (Reel & Gill, 1996). 
While individuals in these environments may not develop an eating disorder, the eating attitudes 
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and undue focus on appearance may increase the risk of developing body dissatisfaction and 
associated disordered eating behaviour (Reel & Gill, 1996).  
This social environment appears to interact with another key risk factor identified in the 
trans-diagnostic model: an inflexible determination to achieve an impossibly demanding 
standard, or perfectionism (Bardone-Cone et al., 2007). Facets of perfectionism appear to 
increase sensitivity to social evaluation (Wyatt & Gilbert, 1998) and, as such, it may be that 
perfectionism increases disordered eating in young women as they attempt to attain or maintain a 
social rank (Bardone-Cone et al., 2007). Perfectionism appears to increase the risk of disordered 
eating behaviour in these groups through increasing body dissatisfaction (Boone, Soenens, & 
Braet, 2011; Downey & Chang, 2007). In these groups of young women in highly competitive 
environments, the focus on body image is usually much higher and thinner than in the general 
population, causing body dissatisfaction (Mitchison & Hay, 2014), and an inflexible 
determination to achieve that impossible thin ideal (via perfectionism) may cause disordered 
eating (Bardone-Cone et al., 2007).  
Identifying these factors of social environment and perfectionism (in the trans-diagnostic 
model) has led to the development of improved therapies (Pennesi & Wade, 2016) such as the 
development of a new “enhanced” form of cognitive behavioural therapy (CBT), known as CBT-
E (Fairburn, 2008; Fairburn et al., 2009). This new approach contains several modules to be used 
at the discretion of the therapist, including a module designed to reduce perfectionism (Fairburn 
et al., 2008).  In a meta-analysis comparing various different clinical approaches to disordered 
eating, only the trans-diagnostic maintenance model (which incorporates a perfectionism module; 
Fairburn, 2008) met the criteria for efficacy and effectiveness for treating disordered eating 
generally (Pennesi & Wade, 2016). This approach has also been shown to be more effective than 
Interpersonal Therapy (Fairburn et al., 2015) and probably more effective than CBT which is not 
tailored to the specific factors relevant to a particular individual (Agras, Walsh, Fairburn, Wilson, 
PERFECTIONISM, SOCIAL IDENTITY, AND EATING                                                                                  66 
 
& Kraemer, 2000; Fairburn et al., 2015; Fairburn, Jones, et al., 1993; Watson & Bulik, 2013). 
Despite the value of this approach, the most commonly used therapy for eating disorders in adults 
is still untailored CBT, which has shown poorer results in individuals with certain features (e.g., 
mood intolerance, perfectionism, low self-esteem, or interpersonal difficulties; see Fairburn et 
al., 2009) and certain eating disorders (especially Anorexia Nervosa; Hay et al., 2014).  
The difficulty in treating certain disorders via untailored CBT may be because this 
approach is not particularly effective at changing the beliefs that have been identified is driving 
disordered eating (Fairburn & Cooper, 2014). It has been argued that this is because this therapy 
mainly focuses on changing the behaviours, and has limited effect on beliefs (Fairburn, Peveler, 
Jones, Hope, & Doll, 1993; Guarda, 2008). This is a problem because the beliefs that underpin 
disordered eating are often ego syntonic, that is, the beliefs are aligned with the goals and needs 
of the individual (Guarda, 2008). This may also explain the high relapse rates and low 
effectiveness of psychotherapy in Anorexia Nervosa, and possibly in Bulimia Nervosa as well 
(Fairburn & Cooper, 2014). Therefore, new psychological models that progress our 
understanding of the beliefs underlying all forms of disordered eating are likely to have clinical 
utility. 
It is generally accepted that perfectionism is a belief which is particularly relevant to 
disordered eating (Bardone-Cone et al., 2007). Perfectionism, defined as a tendency toward high, 
inflexible standards for self-evaluation (Shafran, Cooper, & Fairburn, 2002), has numerous links 
to disordered eating. Decades of research have shown that these perfectionistic beliefs may drive 
disordered eating development, resistance to therapy, and recovery. Elevated rates of 
perfectionism predict the development of disordered eating patterns longitudinally; for example, 
one study showed that specific facets of perfectionism at baseline predicted bulimic behaviours a 
year later (Soares, Macedo, et al., 2009). Perfectionism also predicts relapse rates (Bastiani, Rao, 
Weltzin, & Kaye, 1995).  
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Because perfectionism appears to negatively affect the wellbeing of suffers, it may be 
worth considering why and how perfectionism appears to be resistant to therapy and drives 
disordered eating. It may be that therapeutic methods may be successful at changing what it 
means to be perfect according to a personal definition, but as soon as a patient leaves therapy, the 
social definition of what it means to be perfect in a set context is reasserted. Instead, it may be 
necessary to harness the power of social groups (such as through group therapy) to change social 
definitions of perfect in order to cause long-term changes in perfectionism. While there is a trans-
diagnostic approach module to reduce perfectionism in eating disorders in group therapy, it is in 
its infancy at time of writing (Levinson et al., 2017; Tchanturia, Larsson, & Adamson, 2016). 
Furthermore, perfectionism is still an area that requires more study, as there is still considerable 
debate on how to define it (Flett & Hewitt, 2016; Stairs et al., 2012).  
Using a trans-diagnostic approach means we can consider perfectionism as a broad risk 
factor to disordered eating, rather than a risk factor for only specific eating disorders. As such, 
reducing perfectionism in a vulnerable population may reduce the risk of disordered eating 
development, while, reducing perfectionism in eating disorder patients may increase recovery 
rates. The following chapter explores the link between perfectionism and disordered eating. It 
begins by exploring various definitions of perfectionism, then discussing how perfectionism has 
been linked to disordered eating.   
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CHAPTER FOUR: PERFECTIONISM, DISORDERED EATING, AND 
SOCIOCULTURAL DEFINITIONS OF PERFECTIONISM 
Perfectionism: history and definitions  
While the exact definition of perfectionism has long been debated (Bardone-Cone et 
al., 2007; Egan, Wade, & Shafran, 2011), it is generally accepted to consist of an individual’s 
drive toward a self-imposed, highly demanding standard, with self-evaluation driven by the 
individual’s perceptions of success (Shafran et al., 2002). While there is agreement that 
perfectionism is multidimensional, there is considerable debate regarding what these specific 
dimensions actually are. This chapter will review our understanding of perfectionism and 
how the different conceptualisations relate to disordered eating.  
Introduction: 
With respect to the eating disorders, the psychiatrist Hilde Bruch (1978) first observed 
that Anorexia Nervosa appeared to have some link with perfectionism. Since then, extensive 
cross-sectional (Bastiani, Rao, Weltzin, & Kaye, 1995; Cockell et al., 2002; Halmi et al., 
2000) and longitudinal research (Nilsson, Sundbom & Haggloff, 2008) has supported an 
association between perfectionism and Anorexia Nervosa. Furthermore, longitudinal research 
has shown that perfectionism predicts response to treatment (Nilsson et al., 2008; Sutandar-
Pinnock, Woodside, Carter, Olmsted & Kaplan, 2003) and generally persists after recovery 
(Nilsson et al., 2008). Research has also demonstrated that perfectionism links with both 
bulimic symptomology (Cash & Szymanski, 1995) and binge eating behaviours (Brosof & 
Levinson, 2017; Mushquash & Sherry, 2013; Pratt, Telch, Labouvie, Wilson & Agras, 2001). 
Longitudinal research also supports the links with bulimic (Kehayes, Smith, Sherry, Vidovic 
& Saklofske, 2019) and binge eating behaviours (Smith et al., 2017). Recent research has 
indicated that perfectionism may mediate the link between other antecedents to disordered 
eating, such as social interaction anxiety (Menatti, Weeks, Levinson, & McGowan, 2013), 
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rumination (Riviere & Douilliez, 2017), and social appearance anxiety (Brosof & Levinson, 
2017). Overall, and most recently, a meta-analysis has also indicated that levels of 
perfectionism broadly appear to be similar between Anorexia Nervosa and Bulimia Nervosa 
(Norris, Gleaves, & Hutchinson, 2019). On the basis of this and other evidence, it is generally 
clinically accepted that perfectionism is a significant factor in disordered eating development 
and maintenance.  
However, understanding the relationship between perfectionism and disordered eating 
is complicated by the various different conceptualisations of perfectionism, with there being a 
diverse array of perspectives on what facets of perfectionism link to disordered eating. There 
have been a number of reviews on the relationship between perfectionism and disordered 
eating (Bardone-Cone et al., 2007; Franco-Paredes et al., 2005; Golder, Cockell, & 
Srikameswaran, 2002; Limburg et al., 2017), highlighting these problems along with other 
issues within this research. Theoretical models that include perfectionism, such as the trans-
diagnostic model of eating disorders (Fairburn et al., 2003), the perfectionism model of binge 
eating (Sherry & Hall, 2009), and the cognitive-interpersonal model of Anorexia Nervosa 
(Schmidt & Treasure, 2006), differ in how they conceptualise perfectionism, making it 
difficult to understand exactly how perfectionism and its dimensions relate to perfectionism. 
Therefore, it is imperative to discuss the development of our understanding of the 
multidimensional nature of perfectionism before investigating what particular elements are 
associated with disordered eating.  
The first clinical description of perfectionism described it as having two forms along a 
single dimension: normal perfectionism versus neurotic perfectionism (Hamachek, 1978). 
Normal perfectionism was characterised by realistic and flexible standards, while neurotic 
perfectionism was indicated by inflexible standards, and harsh self-judgement of effort. This 
was adapted into the Dysfunctional Attitudes Scale as the subscale of “success-
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perfectionism” (Weissman & Beck, 1978), with a similar scale in the Eating Disorder 
Inventory (Garner, Olmstead, & Polivy, 1983). Research has shown that the EDI 
Perfectionism at baseline does predict treatment response in women with disordered eating 
two years later (Sutandar-Pinnock et al., 2003). Similarly, a prospective study using the EDI on 
Anorexia Nervosa patients (N=26) found that the perfectionism subscale significantly predicted 
illness severity, and a poorer prognosis five to 10 years later (Bizeul, Sadowsky, & Rigaud, 
2001). These studies suggested that these uni-dimensional conceptualisations of perfectionism 
had clinical utility in disordered eating.  
However, a unidimensional approach to perfectionism was soon suggested to be 
inadequate. It was argued, based on clinical observations, that perfectionism actually 
contained a number of sub-constructs, and therefore unidimensional measures lacked content 
validity (Frost, Marten, Lahart, & Rosenblate, 1990). The suggested sub-facets of 
perfectionism included a fear of mistakes, concerns over what parents thought of them, along 
with a multitude of other factors (Frost et al., 1990). As a result of this, Frost and colleagues 
(1990) developed what is now referred to as the Frost Multidimensional Perfectionism Scale 
(FMPS), which assessed the proposed various forms of perfectionism; these facets were 
argued to reflect different cognitions. These cognitions included concern over mistakes, 
doubts over actions, personal standards, parental expectations, and parental criticism. While 
more often used in studies of the anxiety and obsessive-compulsive related disorders, in the 
field of eating disorders it has been found that the subscales on this measure (and therefore, 
the associated constructs) were found to be able to distinguish between subtypes of Anorexia 
Nervosa, with particularly the parental criticism subscale having utility (Halmi et al., 2000). 
By contrast, while Hewitt and Flett (1991) also argued that a multidimensional 
conceptualisation of perfectionism was needed, they argued the perceived source and 
direction of perfectionism pressure should be used to delineate perfectionism. As a result of 
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this conceptualisation, they developed what is now known as the Hewitt Multidimensional 
Perfectionism Scale (HMPS; Hewitt & Flett, 1991). Similar to the FMPS, it contained a 
subscale (Self-Oriented Perfectionism) assessing high self-imposed standards and negative 
self-evaluations, but also contained scales measuring Socially Prescribed Perfectionism (the 
belief that others have high standards for them), and Other-Oriented Perfectionism (the 
unrealistic standards the individual has for others). While research has demonstrated that 
Self-Oriented and Socially Prescribed forms of Perfectionism (SOP and SPP respectively) 
directly link with eating disorder symptoms in cross-sectional analyses (Hewitt et al., 1995) 
and longitudinal analyses (Smith et al., 2017; Soares, Macedo, et al., 2009), the evidence for 
Other-Oriented Perfectionism’s link to disordered eating is weak (Cockell et al., 2002; Hewitt 
et al., 1995). Significantly higher levels of SOP have been found in people with Anorexia 
Nervosa (relative to a normal population), while higher levels of SPP has been found to predict 
greater disordered eating patterns, concerns about appearance, and lower self-esteem (Hewitt et 
al., 1995). A longitudinal study found that both SPP and SOP were related to bulimic pathology, 
with SOP levels correlating with the amount of dieting (Bardone-Cone et al., 2007). Interestingly, 
two studies (one cross sectional, one longitudinal) found that SOP mediated the relationship 
between SPP and thinner ideal beliefs (which then resulted in body image dissatisfaction and 
disordered eating; Boone et al., 2011; Tissot & Crowther, 2008). Therefore, SPP may lead to 
greater SOP, causing greater disordered eating.    
One recent scale has attempted to consolidate these measures using factor analysis: 
the Measure of Constructs Underlying Perfectionism (M-CUP; Stairs et al., 2012). The M-
CUP was developed though presenting participants with 15 different measures of 
perfectionism, including the FMPS, HMPS, and the Dysfunctional Attitude Scale, and 
through factor analysis, finding that perfectionism could be meaningfully described using a 
nine scale, 61 item measure. Two of the perfectionism sub-scales in the M-CUP strongly 
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correlated with the measures of SOP (r=.60 for the High Standards M-CUP subscale) and 
SPP (r=.67 for the Perceived Pressure from Others M-CUP subscale).  
It should be noted that while the field is now beginning to show some coherence with 
regards to how perfectionism is considered, there remain a wide variety of perfectionism 
scales currently in use beyond the ones outlined above, as there still is considerable 
disagreement on how to define it (Flett & Hewitt, 2016), and new scales are still being 
developed. For example, a recent measure (known as the Big Three perfectionism scale, or 
BTPS) has argued that there are three higher order factors including rigid perfectionism, 
narcissistic perfection, and self-critical perfectionism, enacted through lower order facets 
including SOP and SPP (Smith, Saklofske, Stoeber, & Sherry, 2016). This conceptualisation 
has significant potential, but requires more exploration in disordered eating. 
Despite the differing configurations of perfectionism scales (and the facets that 
underlie perfectionism), this thesis will mainly focus on the Hewitt and Flett (1991) model of 
perfectionism, as measured by High Standards and Perceived Pressure from Others sub-scales 
of the M-CUP. First, the topic of this thesis heavily relies on a social identity perspective of 
disordered eating (Cruwys, 2013). Discriminating perfectionism subtypes (on the basis of the 
source) fits with social identity perspectives on the drivers of behaviour, as social identity 
theory suggests that the compromise between personal drives and social drives behaviour. 
Second, unlike some of the other, more recent scales, the HMPS (and therefore, the M-CUP 
sub-scales) has been extensively tested with disordered eating patients (Bardone-Cone, 2007; 
Cockell et al., 2002; Hewitt et al., 1995; Sherry et al., 2004). There are also multiple models 
that rely on the use of these constructs (Keery, van den Berg, & Thompson, 2004; Sherry & 
Hall, 2009; Tissot & Crowther, 2008), which have shown significant predictive validity. 
Finally, these measures appear to heavily relate to SOP and SPP to the point that both are 
measuring largely the same constructs (referred to as SOP and SPP only from this point), and 
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there is substantial evidence that the source of perfectionism pressure (internal versus 
external) does relate to different disordered eating behaviours (Bardone-Cone, 2007). 
Because of these three points, we believe understanding how SPP and SOP affect eating 
behaviour provides a sufficiently comprehensive account of perfectionism, and it will be the 
main focus of this thesis. However, the rest of this chapter will mainly focus on SPP, as in 
later chapters we will discuss how SOP and SPP both relate to disordered eating.  
SPP and disordered eating: problems with measurement 
SPP, in particular, appears to be a driving force behind eating behaviours (Bardone-
Cone, 2007; Downey & Chang, 2007). This construct, as previously noted, is defined as how 
much an individual perceives pressure from others to be perfect. A wealth of evidence 
suggests that SPP predicts disordered eating behaviour, mainly through body dissatisfaction 
(Bardone-Cone, 2007; Sherry et al., 2004; Soares, Macedo, et al., 2009; Tissot & Crowther, 
2008). This evidence shows that SPP (though increasing SOP) leads to thin ideal beliefs 
(Tissot & Crowther, 2008), and because very few people meet the thin ideal (Strahan, 
Wilson, Cressman, & Buote, 2006), this leads to body dissatisfaction and disordered eating. 
Research also suggests that SPP has a more direct link to abnormal eating behaviours 
(Soares, Macedo, et al., 2009). 
While there is evidence that SPP has both direct and indirect links with disordered 
eating behaviours, it can be argued that measures that purport to measure SPP are too broad 
(Stoeber & Stoeber, 2009), which largely stem from its conceptualisation as a general 
personality style (Bardone-Cone et al., 2007). Fitting with this perspective, SPP is considered 
to be a stable intrapersonal construct, much like any other personality style (Stairs et al., 
2012). Researchers usually consider perfectionism in general as a trait-like aspect of one’s 
personality, stable over long periods of time (Hewitt et al., 2003). To assess SPP as a trait-
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like factor, newer visions of SPP scales designed to measure perceived pressure from others 
ask about general pressure from an abstract “other” (Stairs et al., 2012).  
However, in contrast to this broad, stable, conceptualisation of SPP, studies have 
found that the amount of perfectionism pressure varies depending on social context. One 
study showed that women significantly differed on their SPP scores when asked to consider 
themselves as workers versus when considering themselves at home (Mitchelson & Burns, 
1998). Therefore, SPP levels can be affected by making different social groups salient 
(Mitchelson & Burns, 1998). A separate study showed that those typically described as 
perfectionists only show perfectionism in a select few social domains, rather than as a broad 
character trait (Stoeber & Stoeber, 2009). Personality constructs are largely stable traits that 
do not change very much across time and context, even in response to extreme life-changing 
events (Cobb-Clark & Schurer, 2012). By contrast, given that SPP has shown variation 
depending on which groups are being considered at the time, it is possible that SPP can be 
considered in an alternative fashion than as a personality style. We argue that it can be 
meaningfully considered to be an interpretation of the demands of specific social groups 
within the immediate context. While SPP measures appear to reflect perceived social 
pressure, they do not take into account that people tend to perceive only certain groups to 
exert this pressure (Stoeber & Stoeber, 2009). Because of this issue, SPP’s link to disordered 
eating may be stronger than is even currently accepted. We argue that it may be better to 
understand how specific social groups within society demand perfection, how society defines 
perfection, and how these attitudes may be prevalent in certain social groups. Therefore, a 
greater understanding of social and sociocultural perspectives on perfection may be needed to 
understand how social perfectionism relates to disordered eating.  
Social perfectionism has been long considered to be related to disordered eating 
tendencies. As stated earlier, the eating disorder researcher Dr. Bruch stated that Anorexia 
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Nervosa in particular was characterised by “pleasing superperfection” and a drive to meet 
“every parent and teacher’s idea of perfection” (Bruch, 1978, pp. 56, 115). Cross-culturally, 
there is some evidence to suggest that in some cultures, individuals with eating disorders focus on 
‘perfectionism of the soul’ (motivated by religious demands) rather than of the body (Miller & 
Pumariega, 2001). While perfectionism appears relevant to disordered eating historically and 
cross-culturally, the target for perfection has been different. Historically, this desire for 
perfection of the soul drove the earliest recorded cases of Anorexia Nervosa (Bemporad, 
1996), not a desire for bodily perfection. Cross-culturally, a study in 1991 found that Chinese 
women with Anorexia Nervosa did not display any form of distorted body image or desire to 
be thin for beautification, but did display elevated perfectionism (Lee, 2009). Taken together, 
these historical and cross-cultural perspectives indicate that the link between perfectionism 
and disordered eating is not always accounted for by considering a desire for thinness, but 
rather may be mediated by some other socially prescribed ideal.  
This cross-cultural perspective further emphasises the need to understand the disorder 
in terms of definitions of what it means to be perfect in a society rather than assuming 
perfectionism indicated a drive for bodily perfection. A common theme in both cross-cultural 
studies and historical studies is that women with disordered eating tend to believe that, in order to 
be perfect, one must show self-control (Bemporad, 1996). Often, these women also have 
extremely high standards for themselves as individuals, and as members of social groups (Boone 
et al., 2011; Shafran et al., 2002). In other words, people with EDs tend to believe that they must 
strive to be perfect in order to match the standards they hold for themselves (‘I should be the best 
me I can be’ as part of a personal identity) and those that society demands for them (sociocultural 
pressure; Sherry et al., 2004). Therefore, it may be important to understand how the broader 
society defines perfect from a sociocultural perspective. 
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Sociocultural models of disordered eating and perfectionism 
To extrapolate on how sociocultural pressure may manifest in perfectionism, it is worth 
considering how standards within society dictate what the perfect “target” might be for specific 
segments of society (e.g., women). Reviews have suggested that cultural shifts (e.g., changes in 
prevailing diet and culturally-held norms of ideal body shapes) can affect levels of subclinical 
disordered eating in the population (Miller & Pumariega, 2001). For example, one review found 
that societal shifts which lead to greater affluence and greater independence for women 
(especially in the work place) increases disordered eating, possibly due to the fact that women 
still have to contend with new work pressure, but also with patriarchal pressure mandating 
thinness at the same time (Miller & Pumariega, 2001). There is also evidence that exposure to 
media images conforming to a culturally-bound perfect ideal of body shape may increase the risk 
of EDs amongst young women (Grabe, Ward & Hyde, 2008). Similarly, one experimental study 
on young female university students in the USA found that simply exposing them to images of 
the thin ideal caused reduced feelings of self-worth and self-esteem (Yamamiya, Cash, Melnyk, 
Posavac & Posavac, 2005). Thus, research has suggested that the increased levels of disordered 
eating in young women observed in recent years could be due to increased exposure to and 
subsequent internalisation of the thin ideal within Western society. 
Sociocultural models of eating disorders identify the sociocultural risk factors that 
increase the rate of thin ideal internalisation for women. Thin ideal internalisation refers to a 
person’s assimilation of their personal views with society’s view that a person’s (usually female) 
worth is determined by their conformity to a particular body shape, and that a person must engage 
in whatever behaviours are needed in order to achieve and maintain that shape (Thompson & 
Stice, 2016). Therefore, a key proposition of this approach is that, because sociocultural pressure 
toward thinness in developed Western countries is targeted primarily towards women, we would 
expect to see higher rates of both appearance-contingent self-worth and, subsequently, disordered 
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eating, in females compared to males (Striegel-Moore & Bulik, 2007). This is consistent with a 
British study finding that children as young as 8 years old, BMI was found to be negatively 
correlated to self-esteem and self-worth for girls, but not for boys (Hill & Pallin, 1998).  
To understand how thin ideal internalisation could lead to the development of an eating 
disorder, consider a young woman who believes that the ideal woman, according to the societal 
standards, is 20 kilograms lighter than herself. Then, to attain this ideal, she would need to take 
steps to reach that goal weight via dieting or exercise. However, she is likely to attempt 
increasingly desperate and unhealthy techniques after failing to attain the ideal body shape and 
weight through repeated dieting attempts, as dieting is generally ineffective for the majority of 
people (most regain all weight lost within a year to five years; Miller, 1999). Additionally, most 
ideal body weights and shapes held by young women are almost impossible to attain for the vast 
majority of the population, further increasing their risk toward disordered eating (Strahan et al., 
2006). In this circumstance, it could be therefore said that the desire to attain the thin ideal drives 
the disordered eating behaviour. Theoretically, whether or not this individual internalises the thin 
ideal, and how much they desire it, may predict how much effort she would put into reducing her 
weight. 
Another well-known sociocultural model of disordered eating is the tripartite influence 
model (Thompson, Heinberg, Altabe & Tantleff-Dunn, 1999). In this model, a significant amount 
of exposure to media influence, family pressure, and to peers who encourage and embody 
thinness leads to internalisation of the thin ideal, which then leads to disordered eating 
(Thompson & Stice, 2001). However, although sociocultural models have utility for explaining 
the precursors for EDs, the tripartite influence model explains less than 30% of the variance of 
Bulimia Nervosa pathology (Stice, 2002). Even when also including biological variables, the 
variance explained does not exceed 30% (Rodgers, Paxton & McLean, 2014). Furthermore, 
although these models have utility for understanding the epidemiology of EDs, they do not 
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describe how this knowledge can be applied to prevent a person with an eating disorder from 
relapsing (Rodgers et al., 2014). Although sociocultural perspectives have identified the 
internalisation of the thin ideal as an important mediating factor between sociocultural pressure 
and disordered eating, the model is less helpful in understanding how women come to internalise 
the thin ideal. Specifically, these approaches cannot explain how sociocultural pressure is 
represented within an individual’s cognitions, how the environmental features come to affect 
behaviour, and why this social pressure disproportionately causes thin ideal internalisation and 
disordered eating in some subgroups of society (e.g., cheerleaders; Smolak et al., 2000). 
Therefore, understanding how societies (and groups within the broader society) relate to 
individual behaviour is largely unexplained in sociocultural approaches, and this research gap 
must be addressed to understand how society and individual factors interplay to cause disordered 
eating. 
To gain a better understanding of the links between disordered eating and social pressure, 
it may be better to consider how an individual’s perception of their identity within the context of 
their broader society can result in behaviour and beliefs that match the broader sociocultural 
pressure, including potential pressures to be perfect. To reconcile this issue, the next chapter will 
explain how social psychological theories (especially the social identity approach) explain how 
group demands are enacted within the individual, providing context for understanding how social 
influence can result in changes to beliefs and behaviour. The following chapter will then explain 
how this relates to the link between disordered eating and perfectionism, as it is believed that 
perfectionism pressure from group members (as social influence) changes eating behaviour.  
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CHAPTER FIVE: THE SOCIAL PSYCHOLOGICAL APPROACH TO 
UNDERSTANDING INDIVIDUAL AND GROUP BEHAVIOUR 
In contrast to sociocultural approaches, a social psychological approach focuses on how 
an individual’s relationship with a group comes to shape behaviour. Understanding how social 
groups exert pressure on members and how this is related to behaviour may be critical to 
understanding how perfectionism pressure links with disordered eating behaviours. By using a 
social psychological approach, it is possible to understand how the society, the individual, and the 
individual’s group work together to produce group behaviour (Turner & Oakes, 1997). Of 
particular interest to social psychologists is how social groups exert pressure on their members (or 
social influence), which has particular relevance to how eating behaviour can be influenced by 
social groups. Since the founding of social psychology as a subfield of psychology, how groups 
influence the beliefs and behaviours of individuals has been perhaps the core area of 
investigation. These relationships have been explored in a variety of domains, including politics 
(Baray, Postmes, & Jetten, 2009), and eating behaviour (Cruwys, Bevelander, & Hermans, 2015).  
Because social influence can be applied in a number of ways, this section will only focus 
on models of social influence relevant to how groups may influence individual thoughts and 
behaviours so that some background is provided on how social groups can influence eating 
behaviours and attitudes. In the first section, I will discuss how the social psychological approach 
has advantages over other psychological and sociocultural approaches, and discuss seminal work 
that show how groups can change people’s behaviours and their beliefs about the world. This will 
provide a context for understanding how groups’ expectations and definitions of perfection can 
affect one’s eating behaviours. In the next section, I describe the social identity account of social 
influence by describing seminal studies in social identity approaches, then move to how social 
identity processes predict behaviours and beliefs. This will lead to the next chapter, where the 
social identity approach to eating behaviour and perfectionism will be described. 
PERFECTIONISM, SOCIAL IDENTITY, AND EATING                                                                                  80 
 
Social psychological approaches to understanding human behaviour 
Social psychology’s main focus for the past 100 years has been understanding how 
groups can affect individuals’ thoughts, beliefs, and behaviours (Gergen, 1973; Ross, Lepper, & 
Ward, 2010). Gordon Allport famously defined social psychology as “an attempt to understand 
and explain how the thoughts, feelings, and behaviour of individuals are influenced by the actual, 
imagined, and implied presence of others.” (Allport, 1954, p. 5). The surge in interest in social 
psychology initially came about within the wake of the first and second world wars, where 
atrocities were perpetrated in the name of “following orders” (Gergen, 1973). In investigating 
how orders from an authority (in the form of a person or group) could cause an individual to 
violate basic human rights and codes, psychologists aimed to understand the conditions under 
which social influence could cause an individual to act in a way that violated socially accepted 
“normal” behaviour and might even violate one’s personal code of ethics. Milgram’s research on 
power dynamics and obedience indicated that many individuals would give lethal shocks to 
another person, under the authority of a respected scientist (1963, 1965). Similarly, Zimbardo’s 
famous prison study showed that, when asked to fill in the role of a “prison guard” under the 
instruction of a warden (mandating brutality), psychologically healthy students would abuse their 
“prisoners” in increasingly creative ways (Haney, Banks, & Zimbardo, 1972). These studies have 
been extensively critiqued in recent years (see note at the end of this chapter below for more 
information; Haslam & Reicher, 2012a; Haslam, Reicher, & Birney, 2016; Reicher & Haslam, 
2006; Reicher & Haslam, 2011). However, at the time, they appeared to demonstrate that social 
influence from an authority appeared to be almost limitless. 
Social influence in everyday life, however, takes on a subtler form than a leader 
mandating a particular action; social pressure is more commonly imposed by groups on their 
members. Asch’s series of line studies on conformity indicated that groups could even cause 
individuals to deny reality (Asch, 1955). To test the power of group on individuals, Asch 
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recruited 123 students from three different universities for a short experiment. Participants in 
these studies were shown a pair of lines, and asked if they were of the same size (Asch, 1951, 
1955). Because of the simplicity of the task, it would be expected that participants with no visual 
impairments would be correct every time, and as expected, in control conditions where the 
participant was presented the lines alone, the error rate was less than 1% of the time (Asch, 1951). 
However, when a group of confederates provided the wrong answer before the participant, 
participant would indicate the incorrect answer (matching the group) almost 40% of the time. 
This indicates that, even though participants knew the correct answer as indicated by the control 
condition, they changed their answer to fit the expectations of the group (Asch, 1951, 1955). 
Social influence can do more than just affect outward responses; it can alter one’s actual 
perception of reality. In order to understand how this may be the case, one set of studies used a 
perceptual illusion known as the auto-kinetic effect (Sherif, 1936). This occurs when, due to 
signal processing errors in the brain, a stationary dot in a dark room appears to move. In a series 
of experiments, participants (N=99) were asked to estimate the degree of movement. In the 
individual condition, participants were shown the light alone, and asked about the degree of 
movement for 300 trials across three days. Alone, each person established a median value of 
movement, and largely stayed stable across trials. By contrast, in the presence of others stating 
what they saw, participants came to a consensus view of the degree of movement formed by the 
group, and after the group left, this consensus continued to influence their perception of 
movements (Sherif, 1936). Even when the group is gradually replaced over time with new 
members, the norm established by the group initially will continue to influence people’s 
perceptions of movement (Jacobs & Campbell, 1961). This suggests that social influence can 
affect not just outward behaviour, but also personal perceptions of reality.    
To understand the results of the Asch line experiments, the dual process model of 
influence (Deutsch & Gerard, 1955) suggested that two types of social influence existed. The first 
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type was informational influence, or where other people hold information about reality that the 
individual does not possess. This would result in private acceptance, as the participant will rely 
on others to learn new information. The second type is normative influence, or where the desire 
to be liked and valued by others leads to conformity to the social norms (Deutsch & Gerard, 
1955). Therefore, the participants of the Asch line studies were demonstrating an individual’s 
need to be part of the group through their conformed responses, not any changes in beliefs, 
attitudes, or even private acceptance in the long term (Deutsch & Gerard, 1955). In these studies, 
the participants knew the correct answer every time, but driven by a need to belong, they reported 
the incorrect answer in a number of trials, and therefore what was demonstrated by the Asch 
studies was likely normative influence. However, the participants in the Asch study showed more 
than just public acceptance; they also felt less certain about their own capabilities to perceive 
reality itself (Asch, 1955). As detailed above, research has also indicated that under uncertain 
conditions, people will privately accept social information, changing their perception of reality 
(Sherif, 1936). This dual model of influence is inaccurate in representing how social influence 
occurs, as perceptions of reality themselves are changed in the course of normative influence. 
Even when participants believe themselves to be initially right, they rely on social information to 
confirm their perceptions of reality. In effect, this means normative and informational influence 
appear to converge, making it difficult to distinguish between the two. 
A socio-cognitive model of influence was created to account for these experimental 
issues (Doise, Mugny, & Pérez, 1998). In this model, knowledge is said to be socially 
constructed, meaning that information based on facts is not different from social information, and 
social influence usually enhances knowledge about the world. In support of this model, a number 
of studies with children suggested that social information usually led to a more accurate 
representation of reality (Doise, Mugny, & Perret-Clermont, 1975). In one experiment, 
researchers made use of the fact that young children tend to believe objects that are further away 
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are smaller than ones up close (Doise et al., 1975). In this study, children (between five to seven 
years old, N=30) were asked to replicate a small model village of houses on a separate table, 
rotated 90 degrees on another table. In the first condition, a child was given multiple perspectives 
of a small model village with three buildings of varying sizes. From these perspectives, the house 
sizes and distances would appear to be vary considerably, therefore causing a cognitive conflict 
as children around this age often are unable to recognize distance as a contributor to relative size 
(Piaget, 1964). In another condition, two children were presented with only one perspective each; 
the cognitive conflict between social information and direct perceptual information would arise 
from discussion between the children. This study found that children became more accurate with 
replicating the model when they experience conflict between their viewpoint and another child’s 
viewpoint, meaning that the social influence enhanced the children’s understanding of reality. 
Thus, the distinction between informational and normative influence in this context did not 
matter, in support of the notion that social influence affects reality perception, not just outward 
behaviours.      
Overall these findings show that social influence can modify one’s beliefs and behaviours 
in response to authority (Milgram, 1963, 1965) and group pressure to conform (Asch, 1955). 
Furthermore, social influence can also change one’s perceptions of reality itself (Sherif, 1936). 
This psychological change can result in a deeper understanding about the physical world, as all 
knowledge is socially constructed to some degree (Doise et al., 1998; Doise et al., 1975). This 
knowledge helps individuals interpret the world, make sense of reality, and receive guidance in 
how to act. Social influence, therefore, is a mechanism for reality testing, and this is the main 
reason why groups cause different behaviours and beliefs in individuals 
Social identity approach to social influence: Core studies and behaviours 
A more recent model of social influence suggests that attempting to make sense of the 
world is only part of the reason why groups affect individual thoughts and behaviours; a desire 
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for belonging may also drive social behaviour. This model, known as the social identity 
approach, can help explain how different groups exert their demands and pressures through social 
norms, and how social influence can be affected by group dynamics. The social identity approach 
was originally designed to understand intergroup behaviour on the basis of status relations 
between groups, with a focus on racism and prejudice (Tajfel & Turner, 1979). Initially, it was 
not developed to understand social influence, but came about to explain an experimental result. 
The dominant social psychological approaches at the time suggested that intergroup competition 
for limited resources caused intergroup behaviours, such as racism and prejudice (Sherif, 1936). 
However, later experimental evidence showed that mere categorisation as a member of a group 
was sufficient to cause intergroup behaviours (Ferguson & Kelley, 1964). In this experiment 
(N=100), participants were placed into one of two groups (visible to each other), and asked to rate 
the quality their own product or the product of another group. Even in the absence of directions to 
compete, participants favoured the product of their own group (Ferguson & Kelley, 1964). This 
indicated that something other than resource beliefs were causing intergroup behaviour. As a 
result, researchers theorised that merely thinking of oneself as a group member may be enough to 
elicit intergroup behaviour (Tajfel, 1978).  
A series of studies were designed to test this theory (Tajfel, 1978; Tajfel et al., 1971) 
Participants were told they would be assigned to one of two groups on the basis on how much 
they liked one of two paintings by two different painters. They were then asked to award money 
to members of their group and the other group. In this context, over 70% of the participants 
favoured their own group over the other group. This was despite the fact that they knew nothing 
about the other group members, they were not actively competing, and there were no cues that 
would suggest that they should compete. It appeared to be enough that just thinking of oneself as 
a group member was sufficient to cause intergroup behaviour (Tajfel, 1978). Further research 
found that this sense of self as a group member (or a social identity) could result in different 
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behaviours and beliefs depending on context, and depending on situational cues that elicited 
certain social identities (Oakes, Turner, & Haslam, 1991). Later research indicated that one study 
on Britons (N=100) found that making their European identity salient made them less likely to 
offer help for a disaster in South America than when their British identity was salient (Levine & 
Thompson, 2004). Another study on Australians (N=100) found that making one’s political 
identity salient can reduce beliefs in scientific facts such as climate change (Unsworth & 
Fielding, 2014).  Therefore, one’s sense of self as a group member—or one’s social identity—
may affect one’s beliefs and behaviour. 
The social identity approach encompasses two theories: Social Identity Theory (SIT; 
Turner, Hogg, Oakes, Reicher, & Wetherell, 1987) and Self-Categorisation Theory (SCT; Turner 
et al., 1987). The social identity approach maintains that a person’s self-concept (i.e., how they 
see themselves) is fluid, and a person can perceive ‘the self’ along a continuum from being 
completely individual (i.e. what makes them different to other people) to ascribing to a 
superordinate human identity at the highest level, ‘we humans’ (Tajfel, 1978; Turner & Oakes, 
1986). Between these two extremes, a person can self-categorise as a member of a particular 
group (for example, self-categorising oneself as Chinese; Tajfel, 1978). As a group is described 
as a collection of people who define themselves as part of one category based on a loose set of 
characteristics, any set number of individuals can see themselves as a group member so long as 
they share some common goal, value, or quality (Tajfel, 1978). Furthermore, SIT posits that 
when a person self-defines in terms of a particular group membership, the person is more likely to 
adopt the norms, attitudes, beliefs, and behaviours that they associate with that group (Turner, 
1991). This is part of the reason why, in the Asch studies detailed above, normative and social 
influence converged; mere self-identification is enough to cause changes in beliefs about the 
world around them, and changes in behaviour. For example, if a person self-categorises as an 
environmentalist, she is more likely to act in environmentally conscious ways (e.g., recycling). 
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Once a person self-categorises as a member of a particular group, she will strive to ensure that her 
group is appraised positively by herself and others. In fact, research has indicated that people are 
motivated to view their own group as not only better than, but also distinct from, other groups 
(Tajfel & Turner, 1979).  This phenomenon is known as positive distinctiveness, which results in 
a variety of intergroup behaviours including intergroup competition (Tajfel & Turner, 1979). 
The social identity approach also describes factors that impact a person’s willingness to 
self-categorise as a member of a particular group, and how meaning is derived from that identity. 
The group that influences self-categorisation and subsequent behaviour (i.e., which group is 
salient) is related to situational factors at the time (Oakes et al., 1991). Specifically, according to 
SCT, the salience of a given social identity for a person is a result of three interacting factors: 
comparative fit, normative fit, and perceiver readiness (Turner, Oakes, Haslam, & McGarty, 
1994).  
The first of these factors, comparative fit, refers to how people will self-categorise into 
different groups on the basis of whether they look or act similar. However, this similarity is a 
function of context, as the degree of similarity of a collection of individuals is judged in 
comparison to other stimuli at the present state. This is known as the meta-contrast principle 
(McGarty, Yzerbyt, & Spears, 2002). In fact, SCT suggests that judgement can be estimated by a 
mathematical rule: the meta-contrast ratio. This is where the degree of similarity between the 
individual and a potential in-group is compared to the similarity between the individual and the 
potential out-group. Higher ratios result in a higher likelihood of categorisation (Haslam & 
Turner, 1992). This degree of similarity also guides how collections of individuals sort 
themselves into groups. For example, in a social dinner where people are separated based on their 
country of origin, with half being American and half being French, race is most likely to be the 
primed social identity because this is the categorical variable may confer meaning to the situation 
in the form of food choices. Conversely, if this dinner separated people based on whether were 
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Jewish or Christian with the same group of people, faith would be more likely to be a salient 
social identity, as it matters for kosher food choices (Hogg & Reid, 2006).  
Second, category content has a significant impact on how likely it is that a person will see 
another group member as being similar to them. The social identity approach indicates that 
people will be more likely to categorise themselves and others in terms of a particular group 
membership when group members are behaving consistently with the norms that they associate 
with the group (Oakes et al., 1991). This is known as normative fit (Oakes et al., 1991). For 
example, in the previous example relating to race, if most of the French people at only healthy 
foods, race would be more likely to become salient than if the Americans ate healthy foods. This 
is because being French carries a social norm of healthy eating that is prominent for French 
people, but not for Americans (Oakes et al., 1991). In a situation where the reverse norm is 
displayed, because group members are not behaving in a manner that is consistent with what it 
means to be a member of that group, the likelihood that a person will self-categorise along these 
group lines will be much lower. Instead, other social identities (such as gender or occupation) 
may be more likely to become salient.  
Although normative fit is a fluid process, it also depends on the individual’s previous 
experiences (Brown & Turner, 2002). As such, a third determinant of the categorisation process 
is perceiver readiness, which is the degree to which a person’s past beliefs, emotions, and 
motivations impact the likelihood of their self-categorising along particular lines, depending on 
the content of the category and past categorisations (Brown & Turner, 2002). For example, in 
theory, women may be more likely to self-categorise along gendered lines more often than men, 
because in the past they have been more likely to experience discrimination on that basis (Turner 
et al., 1987).  
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Once a particular social identity has become salient based on these three factors, then 
group processes will shape thoughts, behaviours, and feelings. Of particular interest for the 
purpose of this thesis is social influence (Turner, 1991). Specifically, the adoption of a social 
identity is the method by which social influence is enabled; by self-categorising in terms of a 
particular identity, a person is more likely to adopt the norms (e.g., attitudes, beliefs, and 
behaviours) associated with the group (Turner, 1991). This is because the norms of the in-group 
are self-relevant in providing information to people about what is appropriate for “people like 
us”. For example, if a person was primed to think of herself as a woman due to context, and she 
believed that a woman ‘watches what she eats to be skinny’, then she may be more likely to 
behave accordingly. One aspect of norm conformity that is sometimes overlooked is that norms 
and identity are both negotiated within groups, not slavishly followed. For example, a woman 
may not identify with other women if she feels that the norms set by this group do not meet her 
expectations. Furthermore, if another individual who shares an identity with the perceiver is 
believed to be similar to what a person conceptualises as core to that identity, then that other 
individual becomes influential as they inform what norms are associated with that identity 
(Steffens, Haslam, & Reicher, 2014).  
Research has indicated that social identity content changes depending on the frame of 
reference; comparative context can impact social identity content (Turner et al., 1994). In one 
study, Australians (N=200) described their national group as being happy-go-lucky and 
straightforward. However, when the context was altered to judging ‘being Australian’ relative to 
Americans, the content of the identity changed; Australians viewed the Australian identity as less 
happy-go-lucky overall, but also added ‘pleasure loving’ as key to this social category (Haslam, 
Oakes, Turner & McGarty, 1995). This is suggested to result because the most salient difference 
in social identity content between these identities is pleasure seeking behaviour. In this manner, 
comparative fit can affect the way in which people construct not only identity salience, but also 
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identity content (Turner et al., 1994). This frame of reference effect can affect beliefs about eating 
and dieting intent as well. One study found that giving information to British students about the 
superior health behaviours of the Japanese resulted in the students espousing more negative 
beliefs and poorer health evaluations of fellow Britons, but the reverse was found if the 
comparison group was the USA (Tarrant & Butler, 2011). Additionally, when the comparison 
was upward (Japan), participants expressed greater intent for dieting and exercise than when the 
comparison was downward (Tarrant & Butler, 2011). This study demonstrates that social identity 
content can shift as a result of context, and this has direct applicability for the topic of this thesis. 
This chapter has established a few key points relating to how social identity processes can 
influence the food and health choices of an individual. Specifically, this chapter established that 
social identity salience and norms are the primary mechanisms for all forms of social influence 
(Turner et al., 1994). Under what conditions a particular identity will become salient depend on 
the context (via comparative fit), whether or not the other group members act in a way that fits 
one’s expectations (normative fit), and how accessible an identity is to an individual (perceiver 
readiness). The content of a given identity can also shift on the basis on context (Tarrant & 
Butler, 2011), and therefore understanding an individual’s broader context matters in 
understanding how social identity can affect an individual’s behaviour. Therefore, to understand 
how sociocultural pressure relates to perfectionism and disordered eating, it may be worth 
considering how relevant group norms, context, and identity content relate to perfectionism in 
society. The next chapter will explain specifically how sociocultural pressure, as form of social 
influence mandated by relevant groups, relates to perfectionism and disordered eating.  
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Note on the Milgram and Zimbardo study: Both of these studies have been extensively critiqued 
on in recent years. The raw data from Milgram’s shock studies were recently re-examined, 
including the feedback from participants, the video recordings, and the physical notes left by 
Milgram at Yale University (Reicher & Haslam, 2011; Haslam, Reicher, Millard, & McDonald, 
2015). This research indicated that participants were not mindlessly following orders; instead, 
identification with their role in the situation (i.e., participant in the process of advancing science) 
was the key reason for their obedience. This was evidenced by three key parts of evidence. First, 
when the participants were prompted to continue shocking participants as an order (e.g., “you 
have no choice, you must go on”), participants largely refused. When participants were prompted 
to continue with the study as part of the experiment (e.g., with the prompt “the experiment 
requires that you continue”), most relented to this demand and continued to shock participants 
(Milgram, 1963). Second, when the experiment was given an air of legitimacy by being 
conducted at Yale University, participants were far more likely to respond to the prompts than 
when the experiment was done at a commercial building (Milgram, 1965). Therefore, the power 
of the situation as “scientific” appears to have contributed to the obedience seen. Finally, 
participants openly discussed their joy at having contributed to science in the feedback years 
later, further indicating the identification with the experiment was a key feature of their 
participation (Haslam et al., 2015). Therefore, this study, designed to show obedience to 
authority, actually may show the power of social identification. Identifying with a scientific 
enterprise (or a social identity as a participant toward this goal) may have driven the obedience 
observed in the Milgram shock studies.  
 The obedience seen in Zimbardo’s prison study (Haney et al., 1973) may be due to the 
same factors. While Zimbardo himself did not give direct orders to his guards, he did direct them 
to instil a sense of powerlessness and fear in the prisoners. Guards who identified with this norm 
were the ones who used creative ways to act cruelly with their prisoners, even with this indirect 
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guidance (Haslam & Reicher, 2012). Zimbardo also acted as a warden, instilling a specific social 
norm within the guards to oppress prisoners (Haslam & Reicher, 2012). It appears to be that 
enthusiastic identification with that role and the implicit norms set by Zimbardo was key to the 
obedience observed in that experiment. By contrast, a partial replication of the prison study found 
that guards did not identify with their role, and refused to oppress the prisoners (Haslam & 
Reicher, 2012b; Reicher & Haslam, 2006). Therefore, it appears to be that this study also may 
show the power of social identity, rather than blind obedience. In this argument, social 
identification with the experiment and the norms within it appears to have driven the behaviour in 
the original Zimbardo study.  
Zimbardo (2006) himself however, has disputed this account, suggesting that the 
replication was not true to the original in several ways, and suggesting that the social identity 
analysis may not be appropriate. The authors of the BBC prison study, however, suggest 
Zimbardo’s response omits key facts about both the replication and the original study; for 
example, recently revealed audio recordings show that Zimbardo openly instructed guards to 
“act tough” and be more direct in pursuit of a predetermined goal for his study (Haslam, 
Reicher, & Van Bavel, 2018). For more details, see Zimbardo (2006) and Haslam, Reicher, 
and Van Bavel (2018). 
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CHAPTER SIX: THE SOCIAL IDENTITY APPROACH TO DISORDERED EATING 
AND PEFECTIONISM: CONSOLIDATED PERFECTIONISM MODEL AND 
HYPOTHESES 
A social identity approach to eating behaviour 
The social identity approach has a long history of being used to understand why and how 
social influence affects individual behaviour, but only recently has this approach been used to 
understanding eating behaviour (Cruwys et al., 2012). The social identity approach to social 
influence can assist to understanding regarding how sociocultural pressure may result in 
perfectionism and disordered eating. As a general explanation, sociocultural pressure can be 
conceptualised as a factor influencing the content of specific identities (e.g., gendered identity 
linked to a norm of eating less). This identity results in changes in an individual’s eating 
behaviour because of normative fit (i.e., the content of the identity). Individuals also may be more 
motivated to self-categorise as a group member in various situations because of perceiver 
readiness— the relative accessibility of the identity due to past experiences (e.g., self-identifying 
as a woman more frequently). Therefore, in this conceptualisation of sociocultural pressure, 
social identity salience can result in disordered eating through expression of group norms in 
relation to eating. 
Recent studies have supported the idea that sociocultural pressure, through social identity 
salience, can affect eating behaviour. In one study, Guendelman, Cheryan, and Monin (2011) 
found that invoking the American identity in Asian Americans (N=51) by stating that they had to 
be American to do the study led to them choosing to order stereotypically American foods than 
when their American identity was not primed. In this study, sociocultural pressure and social 
identity salience were the same; when the identity was salient, the participants chose food 
according to the norms they believed to be reflective of that identity (Guendelman et al., 2011). 
This may partially explain why immigrants to the USA tend to gain weight, as they adopt the 
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eating behaviours they believe to be associated with the new identity they adopt as Americans 
(Guendelman & Abrams, 1995).  
In a context where an identity is primed, social identity salience can explain how 
established norms within identities can affect eating behaviours.  However, the perceived norms 
within a salient identity can also be affected by observing the actions of fellow group members. 
The simple act of self-categorisation and having a fellow in-group member present can affect 
eating behaviours, resulting in modelling effects. In one experimental study, it was found that 
when students (N=119) sat with a confederate wearing an outfit signifying that they were from 
the same university, they modified their eating behaviour to match, eating less or more depending 
on how much the confederate stated they ate (reinforced by the presence of an empty or near full 
popcorn container). However, when the confederate wore an outfit from a rival institution, the 
amount the confederate ate had no significant effect on the participants’ eating behaviour 
(Cruwys et al., 2012). It is important to note that the content of the social category ‘university 
student’ did not in itself prescribe a norm relating to eating behaviours; rather, the students’ 
behaviour was modelled on that of the confederate, because the confederate shared the same 
salient social identity and therefore, set the norm.  
Although these studies indicate that shared salient social identity can impact eating 
behaviours, these studies did not directly examine perceiver readiness, nor normative fit. 
Vartanian et al. (2013) showed that norms for how much a participant ‘should’ eat mediated the 
link between the effect of the confederate and the actual amount eaten, providing partial support 
for the idea that normative fit may affect eating behaviours. However, in both experiments, the 
identity being modelled either was unclear (i.e. ‘how many cookies [is] an appropriate amount to 
eat in this situation’; Vartanian et al., 2013), or did not have an established norm that would 
normally inform eating behaviour (Cruwys et al., 2012). As such there may have been important 
variations within the results; if other identities that contained a norm for eating behaviour had 
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been salient instead, there may have been different resultant eating behaviours, as there are 
established societal norms for particular identities. For example, if the female identity was salient, 
and the confederate did not follow the norm that the participant had already internalised (e.g., 
linking ’womanhood’ to ‘self-control’, then the participant may have rejected the other 
individual’s eating behaviour. This would occur simply by the target (i.e., the participant) 
rejecting the other person as being an average member of the group ‘women’ (i.e., lack of shared 
identity would reduce the strength of social influence wielded by the confederate, as per the 
principle of normative fit). In other words, not adhering to the perceived norms of the female 
group may reduce—or even eliminate—the modelling effects. 
This conceptualisation of normative fit affecting social identity modelling has particular 
relevance to the core topic of this thesis by evidencing the social identity approach to eating 
behaviour, and leads to our first hypothesis:  
Hypothesis 1: Women with EDs may not see other women—and even other women with 
different subtypes of EDs, with whom may share other attributes—as prototypical women 
because they may see self-control as a core feature of this identity (as a woman).  
This hypothesis is based on three premises, based on prior research. First, it is assumed 
women with EDs will see their disordered eating as being linked to their social identity as 
women. Research has shown that women with more severe forms of EDs are much more likely to 
strongly identify with the female identity (Behar, de la Barrera, & Michelotti, 2003), and those 
who more strongly identify with the female identity are also more likely to show higher levels of 
thin ideal internalisation (Cruwys, 2013). This indicates that strongly identifying as a woman is a 
key factor in developing an ED. However, clearly not every woman who strongly identifies as 
such will develop an ED, as depending on perceived norms and context, social identity 
identification can have markedly different effects.  
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This leads to the second premise: women with EDs believe that being female means 
showing absolute self-control as a social norm. This assertion mainly is based on cross cultural 
and historical evidence on disordered eating. Throughout history, women have been traditionally 
more likely to display disordered eating (Bemporad, 1996; Miller & Pumariega, 2001; van Deth 
& Vandereycken, 1994; Vandereycken & Van Deth, 1994), and cross culturally, disordered 
eating has been found to be part of a desire to display self-control to others (Vandereycken & Van 
Deth, 1994). As previously stated, intergroup and intragroup dynamics are valuable in 
understanding how people see the content of a given social identity. These two forms of evidence 
(taken together) indicate that self-control is a key dimension by which women with EDs compare 
themselves to others.   
From these two premises, a final proposition can be made: women with EDs only 
compare themselves against other women who display high levels of self-control, as they are the 
only people relevant to them. Social identity research has shown that if people do not “fit” the 
expectations of a particular group, people tend to reject them as members and ignore them (Oakes 
et al., 1991). In applying this finding to EDs, it would be expected that women with EDs would 
only compare themselves against thin women (who by the virtue of being thin, show self-
control), and that they would consider the difference between different types of EDs along these 
lines of gender and self-control (i.e. the other person is not a true woman, if they don’t show self-
control). While it has been found that women with disordered eating compare themselves against 
only to such high-status targets (Ison & Kent, 2010), no study has explored whether or not that 
women with EDs compare themselves against healthy women on dimensions of self-control as 
the standard for perfection. Therefore, what it means to be a member of the group—the content of 
an eating disorder social identity—may be judged along the dimension of perfectionism which 
dictated self-control. This will be explored in the subsequent chapter with a qualitative analysis. 
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Perfectionism, social identity, and disordered eating 
As discussed earlier, it has been demonstrated that self-categorisation and the resulting 
social identity-based behaviour is partially driven by the individual’s expectations of what that 
social category should be like (normative fit), and by the individual’s readiness to self-categorise 
(perceiver readiness). Perceiver readiness is akin to a personal level variable, as it is primarily 
based on a person’s past categorisations as much as the current social context, while normative fit 
is largely based on the current social context. Personal identity content also matters as well, as it 
is posited by social identity theorists that behaviour is rarely driven by social identity content 
alone (Tajfel & Turner, 1986). However, more recent research has indicated that personal identity 
content may actually be influenced by- and sourced from- superordinate group norms, beliefs, 
and values (Baray et al., 2009). Who we are as individuals is not something that develops in a 
vacuum, unaffected by our social identities and the social realities that inform them. Instead, it is 
the case that we come to internalise key features of our social identities over time, such that they 
may be seen to be part of our “unique” selves, even when the social identities that informed these 
characteristics are not salient.  
As such, it is important to note that, to date, no research has explored how the 
combination of these variables of personal attitudes, social attitudes, and relative accessibility of 
social identities results in disordered eating behaviour. However, as noted earlier, SOP has been 
found to mediate the link between SPP and thin ideal internalisation, which then leads to and 
disordered eating (Tissot & Crowther, 2008).  
This theoretical model can be rephrased in terms of social identity. We propose that SPP 
is a component of normative fit; specifically, it can be defined as the value placed on 
perfectionism in a valued social group. We internalise a need to be perfect (SOP) when it is 
communicated by valued social groups, as well as separately, a definition of perfection in terms 
of thinness (SPP). As mentioned previously, the content of the personal identity can be shaped by 
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a valued social identity. This combination drives attempts at weight loss and the emergence of 
disordered eating. Over time, the value of thinness and perfectionism are internalised into one’s 
personal identity, meaning that they continue to influence eating even when the groups from 
which they were learnt are not salient. The Consolidated Perfectionism Model (Figure 1) 
demonstrates how thin ideal internalisation is reconceptualised as a process where social norms 
are consolidated into personal identity, rather than the SOP mediating the link between SPP and 
thin ideal internalisation as in other models. In this model, merely identifying as a member of a 
group with perfectionism and thin ideals as part of their norms leads to disordered eating. 
However, because this group is valued, it changes the likelihood of social identification. Repeated 
self-identification leads to these norms becoming consolidated into one’s personal identity as 
well. Therefore, based on this model, social identification is said to drive all forms of 
perfectionism and subsequent disordered eating.  
Extending on a Social Identity approach 
Social identity approach-based analyses have shed light on how context informs eating 
behaviour, and given some explanation about the norms related to eating behaviours (Cruwys, 
2013; Ison & Kent, 2010). Interpreting the clinical literature on perfectionism and disordered 
eating from this social identity approach to perfectionism allows us to make specific hypotheses 
regarding how perfectionism is absorbed:  
Hypothesis 2: People with EDs consistently self-categorise as members of a valued 
social identity, as this identity is chronically salient. This identity carries a norm of 
perfectionism, and the repeated self-categorisation causes personal identity content to 
align accordingly (analogous to the process of thin ideal internalisation described in 
clinical literature) 
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A: People with EDs strongly value identities that appear to endorse perfectionism 
as a goal (possibly the female identity). 
B: The alignment between perceived pressure from the valued social identity (desire 
to fit in) and the personal identity content results in disordered eating both in social 
situations and when alone. 
This reiterates the model explained in the previous section. This hypothesis relies on 
sociocultural perspectives on the role of perfectionism within EDs, as well as social identity-
based experiments showing that personal attitudes toward eating predict eating behaviour when 
personal identity is salient, and that social identity norms predict eating behaviour when social 
identities are salient (Cruwys, 2013). This combines the two perspectives by hypothesising that 
perfectionism as both a perceived norm (SPP) and as a personal attitude (SOP) work together to 
result in disordered eating. Furthermore, it is hypothesised that thin ideal internalisation is a social 
process, where personal attitudes align with perceived social norms through repeated self-
categorisation into a valued social identity. This relies on previous social identity research 
showing that the personal identity content may be sourced from valued social identities (Baray et 
al., 2009). The desire to fit in with the perceived norm of physical perfection with this valued 
group results in disordered eating, as a way to more closely align with the group-based norms. 
There is evidence to suggest that the valued identity, within women with EDs, may be the female 
identity (Behar, de la Barrera, & Michelotti, 2003), and thin ideal internalisation is strongest with 
women who strongly identify as women (Cruwys, 2013). Although this evidence for the 
proposed Consolidated Perfectionism Model is only in its infancy, it warrants exploration. 
However, the perfectionistic drive as part of being a female would align with the media-based 
image and prior evidence that there is a substantial amount of social pressure on women to be thin 
(to match the perfect woman). 
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 Not only does a social identity approach help to indicate how perfectionism may develop, 
it may help with understanding the barriers to recovery when considering perfectionism. The 
social identity approach has been used to understand how people recovery from other mental 
health conditions with a strong social component (e.g., substance abuse disorder; Mawson, Best, 
Beckwith, Dingle, & Lubman, 2015). Research has also indicated that development of an ED 
may be associated with identity formation for people with EDs (Cruzat-Mandich, Díaz-Castrillón, 
Escobar-Koch, & Simpson, 2017) and recovery from EDs may be associated with identity loss 
(Rich, 2006). Using this approach allows us to predict how the recovery process will unfold for 
people with EDs, but also how those with the disorders see recovery in relation to their 
perfectionism. A qualitative study using a social identity approach found that those with EDs 
endorsed a status hierarchy on the basis of perfectionism; those with more severe disorders were 
considered to be closer to perfect, and “normal people” as less than perfect (Ison & Kent, 2010). 
Those with EDs considered “normal” women as weak, while they saw those with AN as being 
“in control”, and therefore, perfect. This specific hypothesis will be explored in Chapters Eight 
and Ten. 
This notion of a hierarchy with respect to status can be extended to understand how 
participants see recovery, as social identity approaches have been used to understand what causes 
people to move between ED groups in the context of status hierarchies (Ison & Kent, 2010; 
McNamara & Parsons, 2016). These studies found that acquiring a new “recovery” identity and 
seeing that identity as more positive than one’s “illness” identity appear to increase recovery, 
while considering other EDs as “better” or higher status may increase resistance to therapy. These 
approaches predict that permeability and status interact to predict what kind of strategies people 
will use to move between groups. Those who are of a “lower status” group tend to use individual 
mobility strategies to attain access to a better group if they feel it is possible to become part of 
that group (i.e., boundaries are permeable), while those who do not see it as possible use social 
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creativity strategies to make themselves appear “better”.  Recovery may be associated with 
changing these status beliefs, as previous research has indicated that discarding toxic identities in 
favour of positive ones may be instrumental in recovery (Rich, 2006). Using this information, we 
can make specific predictions on how perfectionism, social status, permeability, and disordered 
eating interact in recovery: 
Hypothesis 3: People with disordered eating will perceive a status hierarchy on the basis 
of which disordered eating behaviours are considered closest to perfect, with this 
hierarchy being affected by recovery and the strategies to move between groups affected 
by permeability: 
A: Recovery will result in shifts in status beliefs, where the perfect ideal will shift 
to a normal weight because “normal” will be seen as the best; 
B: Overall, people with EDs in recovery and those with higher levels of 
disordered eating will conceptualise the boundaries between themselves and non-
clinical individuals as impermeable, and so will use social creativity strategies to 
compare themselves along a valued dimension of self-control (perceived as a 
norm for women).  
C: People not in recovery who have an ED will use individual mobility strategies 
to move to EDs that they construe as higher status (e.g., AN) when they believe 
the boundaries to be permeable, and will display fewer disordered eating 
behaviours when they believe the boundaries between themselves and the higher 
status group to be impermeable.  
We argue that the perception of perfection as it relates to an eating disorder identity will 
directly affect the perception of permeability between the individual’s group and those containing 
non-clinical individuals. In other words, people who believe that a ‘good’ group member cannot 
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eat healthily and be perfect, then they will perceive the boundaries as being impermeable between 
their group and another group. This hypothesis therefore indicates that greater perceptions of 
perfectionism as being essential to the valued identity will reduce the degree to which the barriers 
between themselves and that containing the non-clinical group are seen as permeable. This 
hypothesis will be tested in the next chapter. 
If a perceived norm of perfection and self-control are the main barriers to recovery, it may 
be worth considering the value of using Social Identity Approaches (SIA) to change toxic norms. 
Of interest is the use of comparative context to shift group norms. By altering the context in 
which the self is viewed, the content of the valued identity can be shifted accordingly (Haslam & 
Turner, 1995). Manipulating the context has been shown to change how influential other groups 
are and how similar they seem to be. In one study, women (N=115) who identified as ‘moderate’ 
feminists were given statements from more radical feminists, which were then presented along 
with a more moderate feminist statement, an antifeminist statement by men, or nothing else. 
When the radical feminist statement was given alone, the radical group was largely rejected as 
being ‘not like us.’ But when the radical statement was compared with an antifeminist statement 
by men, the radical group was seen to be more like the participants’ initial position of moderate 
feminists, and were also seen influential (David & Turner, 1999). 
If we consider Hypothesis 1a as a premise (i.e., that the valued identity in EDs is the 
female identity), this research may be translated into a social identity type intervention. 
Specifically, it may be that by presenting a radical perfectionist statement by a man alongside a 
body positive, non-perfectionist message by a woman, the norm of perfectionism as part of the 
female identity may shift to be closer to the non-perfectionism message. This could become the 
first social identity intervention employed in EDs, and leads to our fourth, and final, hypothesis: 
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Hypothesis 4: The normative content of a valued identity (as conceptualised by people 
with disordered eating) can be changed though social identity interventions. 
A: Changing the context in which womanhood is presented can change the 
normative content of this identity from ‘perfect’ and ‘skinny’ to a more body 
positive, accepting norm. 
B: In a context where the norm is shifted by context, women will also engage in less 
disordered eating behaviour. 
 Context has been used to change identity content in the health domain as well (Tarrant & 
Butler, 2011). However, these effects have not been employed with a clinical group in a long-
term study. Body positive messages have been delivered largely in a group context with no 
opposing context with some success, as it can result in normative change (Cruwys, Haslam, Fox, 
& McMahon, 2015), but adding an opposing context in such an intervention may render these 
group based therapeutic messages more effective, and merits exploration. Chapter Eleven will 
explore the possible method to reduce perfectionism. 
Clinical implications 
This review argues for the central role of perfectionism in EDs. Given that perfectionism 
predicts therapeutic outcomes such as resistance to therapy (Sherry et al., 2004), changing 
perfectionistic definitions in a given social identity may have great clinical utility, examining 
perfectionism and thin ideal internalisation as a consequence of self-categorisation may have 
further utility in clinical applications. It has been argued that more generally, perfectionism may 
be the core variable that explains the co-morbidity of various psychopathologies, as well as 
having a vital role in the maintenance of various disorders including disordered eating (Egan et 
al., 2011). CBT has been used to effectively reduce perfectionism across a variety of disorders 
(Egan et al., 2011). In one meta-analysis, it was found that CBT interventions had a large pooled 
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effect size for reducing SOP, and medium effect sizes for reducing SPP (Lloyd, Schmidt, 
Khondoker, & Tchanturia, 2015). However, only one study in the meta-analysis used a 
disordered eating sample, which was raised by the authors as a potential area of concern (Lloyd et 
al., 2015). Only two pilot studies have explored reducing perfectionism within disordered eating 
samples, and found promising and significant results despite the small sample size (Lloyd, 
Fleming, Schmidt, & Tchanturia, 2014; Steele & Wade, 2008). It has been argued in this review 
that perfectionism itself may be a group norm in disordered eating samples; an intervention that 
uses social identity principles to alter social identity content may be effective in reducing 
disordered eating and increase the likelihood of recovery as well. It also follows that to change a 
social norm, social interventions may assist one on one interventions. Studies have explored the 
use of comparative context to alter both normative content relating to food (Tarrant & Butler, 
2011) and actual short-term food intake (Berger & Rand, 2008). Furthermore, one study found 
that participating in a body positive group significantly reduced thin ideal internalisation, body 
dissatisfaction, and dieting intent, providing evidence that positive groups can lead to normative 
change (Cruwys, Haslam, et al., 2015). Our last hypothesis argues that negative groups may 
increase the power of these positive groups. When consolidated with other existing therapies 
(Lloyd et al., 2014; Steele & Wade, 2008), this review suggests that combining a social identity 
intervention with therapies designed to reduce disordered eating (by reducing perfectionism) 
could achieve even stronger results.  
Finally, this review argues for a consolidation of the social identity approach with the 
sociocultural and clinical approaches currently used in literature. By consolidating these 
perspectives and understanding exactly how sociocultural variables lead to pathology, it is 
possible to gain a greater understanding of who is most vulnerable to developing an eating 
disorder and modify targeted interventions. A potential modification could be suggested on this 
basis; in Fairburn’s CBT-E (a CBT intervention designed for EDs), Stage 3 is designed to 
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challenge the cognitions of overvaluation of body shape and weight (Fairburn, 2008). This is the 
longest phase of the treatment, lasting 8 weeks, and is acknowledged to be perhaps the most 
difficult. This phase describes attempting to reduce social comparison cognitions within patients, 
by asking them to explore the origins of body dissatisfaction and how the comparison targets are 
unrealistic. At this stage, a social identity approach encouraging participants to take part in a body 
positive group that targets perfectionism in self-evaluation could render this part of the 
therapeutic process more effective, as previous research has shown that body positivity can be 
increased through group-based processes (Cruwys, Haslam, et al., 2015). 
Suggestions for future research 
There is a wealth of evidence indicating that perfectionism is key to the development and 
maintenance of EDs (Bardone-Cone, Sturm, Lawson, Robinson, & Smith, 2010; Boone et al., 
2011; Bulik et al., 2003; Lloyd et al., 2014; Lloyd et al., 2015; Steele & Wade, 2008). Despite 
this, there is a dearth of research exploring the use of strategies designed to reduce perfectionistic 
traits within a disordered eating sample, and the ones that have done so have small sample sizes 
(Lloyd et al., 2014; Steele & Wade, 2008). Future research could potentially explore the clinical 
utility of targeting perfectionism within CBT contexts as well as outside CBT contexts. 
Furthermore, research could explore how social identity-based interventions designed to reduce 
perfectionism (by manipulating context of messages) could reduce the likelihood of at-risk 
individuals from ever developing eating pathology. Previous studies have used comparative 
context to change perceived normative content of identities with regards to food consumption 
(Tarrant & Butler, 2011), with other studies associating poor health behaviours with disliked out-
groups, to great effect (Berger & Rand, 2008). A combination of using body positive groups with 
a salient disliked out-group could result in a powerful intervention strategy for the reduction of 
perfectionism (i.e. ‘that’s not what we do, especially because that’s what they do’ as a method of 
action). 
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Future research could also explore how social identity principles can be used to develop 
targeted interventions for both individuals showing clinical and sub-clinical symptoms, as well as 
understand how perfectionism relates to the female identity. As mentioned previously, there is 
speculation that the female identity may drive disordered eating (Behar et al., 2003), and that the 
women who have internalised the thin ideal may have stronger identification with the female 
identity (Cruwys, 2013). It follows that the normative content of the female identity may be 
associated with perfectionism in individuals with EDs. An exploration of this could result in both 
a greater understanding of how perfectionism (and the subsequent internalisation of the thin ideal) 
is influenced by social context, and also result in better interventions through using the social 
identity literature on attitude change. However, there is a lack of current literature using social 
identity approaches to understand disordered eating, despite the significant findings in the area in 
the past five years, which that indicate that social identity approaches to disordered eating may 
have strong explanatory power and potentially improve therapeutic outcomes (Cruwys, 2013; 
Cruwys, Haslam, et al., 2015; Cruwys et al., 2012; Ison & Kent, 2010). Despite this, we believe 
there is sufficient evidence for the creation of a theoretical approach to disordered eating via 
focusing on thin ideal internalisation as a personal identity shaping process, akin to how any 
valued social identity can alter personal identity content. Furthermore, we believe models relating 
to how perfectionism drives disordered eating should be reconceptualised as social identity 
processes, as the literature has indicated that doing so can further supplement existing therapies to 
reduce disordered eating behaviour. 
This review suggests new ways of approaching perfectionism in EDs through a 
Consolidated Perfectionism Model. Not only do we use this model to join sociocultural and 
clinical perspectives on EDs regarding how and why some people develop EDs, we propose the 
use of SIA based interventions to increase the power of existing therapies. By modifying the 
social context, we hope to help deliver less stigmatising and more powerful interventions in 
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reducing perfectionism and EDs. We argue that understanding interplay between group and 
individual in this way might provide another tool for clinicians and public health officials in the 
fight to reduce unhealthy perfectionism and EDs. 
Assumptions underlying hypotheses 
The above chapter has been adapted from a publication, to be submitted to Health 
Psychology Review. As such, we could not add in some key assumptions that would be tested 
in this thesis, as they underlie some of the hypotheses. These assumptions are the following:  
Assumption 1: Socially prescribed perfectionism is a social norm in certain social 
groups linked with disordered eating. 
This assumption underlies Hypotheses 1 and 4, as it is indirectly suggested that 
socially prescribed perfectionism is a prescriptive norm embedded with a valued identity. 
However, it is not directly tested via this hypothesis, and to rectify this, this thesis will 
address this assumption directly as a testable proposition.  
Assumption 2: The content of perfectionism norms will vary and only be linked to 
thinner ideal beliefs in certain groups. 
 This assumption underlies Hypothesis 2, as Hypothesis 2 states that those with EDs 
value specific identities and the norms embedded within them. While some evidence has been 
demonstrated for this assumption in Chapter 3 showing that those considered perfectionistic 
are only perfectionists in certain domains (see Stoeber and Stoeber, 2009), no research has 
actually tested which identities relate to thinner ideal beliefs. To establish which identities 
matter, this thesis will directly test this assumption.  
Assumption 3: Self-control beliefs and dieting intent are linked, regardless of dieting 
success beliefs and body dissatisfaction. 
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Assumption 4: Perfectionism links to disordered eating through self-control resource 
failure (i.e., an inability to meet group standards for self-control leads to emotional distress 
and a consequent loss of self-control in binging, and dieting). 
These assumptions underlie Hypothesis 1’s assertion that displaying self-control is 
related to social identity content in disordered eating. The idea that self-control links with 
dieting (a form of disordered eating) above every other factor that might be considered, must 
therefore underlie this hypothesis, and must be tested. The failure to meet that exceedingly 
high standard of perfection likely leads to self-control failure, leading to disordered eating 
symptoms.  
Overview of the following studies 
In the following chapters, a series of studies will be presented to test the hypotheses and 
assertions above. Chapters Seven and Eleven directly test the hypotheses listed above. Chapters 
Eight through Ten will test the series of assumptions that underlie these hypotheses, including the 
assumptions that perfectionism is a social norm, that perfectionism is only linked to thinner ideal 
beliefs in certain groups, and that perfectionism links to disordered eating through self-control. 
Chapter Seven will present a qualitative examination of these ideas, presenting evidence that 
perfectionism should be approached from a social identity perspective, and that perceptions of 
control are critical to perfection definitions. Chapter Eight will present evidence that 
perfectionism pressure from specific, valued groups results in thinner ideal beliefs. Chapter Nine 
will present evidence that self-control beliefs and dieting intent are linked, regardless of dieting 
success beliefs and body dissatisfaction, further indicating that self-control is central to disordered 
eating. This assumption is critical, to lead to the next chapter’s discussion on self-control and 
disordered eating. Chapter Ten shows that negative urgency—a facet of self-control— mediates 
the link between female-based socially prescribed perfectionism and disordered eating, therefore 
indicating that self-control has some links with socially prescribed perfectionism. Chapter Eleven 
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presents evidence that perfectionism norms can be manipulated, although the manipulation of 
these norms does not appear to reduce dieting intent.  
 
 
Figure 1: Consolidated perfectionism model: Thin Ideal Internalisation and disordered eating 
as a Process of Social Reinforcement 
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CHAPTER SEVEN: PERFECTIONISM AS A SOCIAL IDENTITY IN EATING 
DISORDERS: A QUALITATIVE ANALYSIS 
Preamble to Chapter Seven 
This paper is the first in a series of five empirical papers which sought to understand 
disordered eating and perfectionism. This paper focused on using a qualitative design to 
understand how social identity relates to perfectionism in women with formal eating 
disorders. Because Social Identity Theory states that identity is negotiated, and this is a 
conscious behaviour, this paper aimed to understand how women with eating disorders saw 
perfection in their social groups, and how this related to their eating disorder (if at all). This is 
the only study to our knowledge using a formal social psychological theory to examine 
perfectionism in eating disorders. This paper was accepted by Australian Psychologist, and 
the reference is below. 
Bouguettaya, A., Klas, A., Moulding, R., King, R. & Knight, T. (in press). Perfectionism 
as a social identity in Eating Disorders: A qualitative investigation of identity 
navigation. Australian Psychologist. 
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Abstract 
Objective: Socially prescribed perfectionism is considered an important contributor to eating 
disorder (ED) development and maintenance. Despite this fact, it is unclear how social 
groups apply this pressure to be perfect, and how this pressure originates and manifests. Our 
research sought to clarify how group membership relates to perfectionism in EDs.  
Method: Using a Social Identity Approach to understand how social identities (i.e., identities 
arising from group membership) relate to perfectionism in EDs, we performed semi-
structured interviews with 10 Australian women (ages: 19–34) in recovery from EDs. 
Results: Using Interpretive Phenomenological Analysis, we found participants suggested 
personal perfectionism (manifested as self-control) developed from family standards. 
Conversely, social perfectionism was a role born from social norms embedded in relevant 
social groups, and provided definition for perfection. Greater flexibility in defining perfection 
broadly was reported as important to recovery. 
Conclusion: The results support taking a Social Identity Approach to perfectionism and 
recovery in EDs. Our research suggests that clinicians should focus on redefining social 
norms as a potential method to reducing the negative consequences of perfectionism, 
potentially through the use of group cognitive behavioural therapy to change perfectionism 
definitions. 
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Introduction 
Eating disorders (EDs) are a significant public health issue (Ágh, Kovács, Supina, 
Pawaskar, Herman, Vokó, & Sheehan, 2016), as anorexia nervosa has the highest mortality 
rate of all mental illnesses (Chesney, Goodwin, & Fazel, 2014; Arcelus, Mitchell, Wales, & 
Nielsen, 2011). Given this, understanding risk factors for the development of eating disorders 
for the development of eating disorders is essential. Perfectionism, defined as an 
overdependence on a set of demanding and rigid set of ideals and standards (Shafran et al., 
2002), is as ubiquitous in EDs as it is problematic. Those with EDs consistently show 
elevated levels of perfectionism compared to non-ED individuals (Franco-Paredes, Mancilla-
Díaz, Vázquez-Arévalo, López-Aguilar, & Álvarez-Rayón, 2005), as do those with sub-
threshold disordered eating (Bardone-Cone et al., 2007).  
Research suggests that perfectionism is multifaceted and includes both personal 
factors and social perceptions (Frost et al., 1990; Stairs et al., 2012). Current approaches in 
understanding perfectionism in EDs, however, usually treat perfectionism as a trait-like factor 
and therefore focus on explaining it via precursor intrapersonal factors, such as genetics, 
comorbid disorders, and personality traits (e.g., neuroticism; Bardone-Cone et al., 2007). This 
is despite clear evidence that perfectionism can be affected by social context or social 
groups (Mitchelson & Burns, 1998), where a social group can be defined as a subjective 
sense of togetherness, held by a collection of individuals on some perceived shared quality 
(Turner, 1982). Specifically, the impact of perfectionism depends on which social group is 
salient to the individual at a specific time. In EDs, perfection may be defined by a shared 
quality of food restriction in a salient group, prescribed by other social group members. Yet, 
how this form of socially prescribed perfectionism translates into the lived experience of EDs 
is poorly understood (Bardone-Cone et al., 2007). Moreover, it is unclear which social groups 
contribute to socially prescribed perfectionism, and how these different social groups affect 
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perfectionism beliefs. Therefore, this study aimed to understand how individuals with EDs 
negotiated their sense of self in a variety of groups, and how these social groups defined 
‘being perfect’. To better understand how ED experiences unfolded through our participants’ 
lives, we sought to use an explicit social psychological perspective, the Social Identity 
Approach (SIA), to guide our questions.  
Perfectionism and Disordered Eating: Socially Prescribed Perfection 
Perfectionism is generally defined as a set of specific rigid beliefs against a set of 
particularly high standards (Shafran et al., 2002). While there is debate over the specifics of 
this construct (Stairs et al., 2012), generally it is accepted that perfectionism can be separated 
into two categories: an internal drive to be perfect (self-oriented perfectionism, e.g., “I need 
to be perfect”) and the belief that one’s immediate social groups expect perfection (socially 
prescribed perfectionism; e.g., “My group needs me to be perfect”) (Hewitt et al., 1995; 
Sherry et al., 2004). Self-oriented and socially prescribed perfectionism are elevated across 
all forms of EDs (Bardone-Cone et al., 2007). Furthermore, these two different facets of 
perfectionism independently link to different types of ED behaviours (Bardone-Cone, 2007; 
Hewitt et al., 1995).  
Surprisingly, given the social nature of the construct, no research has utilized an 
explicit social psychological theoretical framework to understand socially prescribed 
perfectionism, and its relationship to self-oriented perfectionism and disordered eating. One 
potentially relevant social psychological paradigm is the SIA, which argues for the 
importance of group membership in influencing people’s perceptions, beliefs, and behaviours 
(Tajfel & Turner, 1979). According to the SIA, a person’s self-concept varies according to 
the social context that they are in (Tajfel & Turner, 1979). Depending upon which cues are 
salient within the social context, different parts of a person’s self-concept are activated; either 
personal identities (self-definitions that are individual, derived from personal experiences and 
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family backgrounds) or social identities (self-definitions that come from group memberships 
that are psychologically meaningful).  
Activation of a social identity results in the individual categorizing themselves as a 
group member. This contributes to an individual’s behaviour and cognitions via 
depersonalization: a process in which the individual’s thoughts and behaviours become 
aligned to those of the group to which they have identified with (Hogg, 2006; Reynolds, 
Subasic, & Tindall, 2015; Terry & Hogg, 2000). This is essential to understanding group 
behaviour, as depersonalization results in a person thinking and acting in ways that are 
normative for the group. This process is also important in understanding how individual traits 
affect behaviour, as personal identity content can be affected by valued social groups (Baray 
et al., 2009).  
There is a growing evidence base supporting the use of the SIA to enhance our 
understanding of psychological disorders that have strong social components – such as 
depression (Cruwys, Haslam, Dingle, Haslam, & Jetten, 2014) and substance use disorders 
(Mawson et al., 2015). The SIA has also been applied more specifically to understand the 
effect that group level factors have on eating behaviour (Balaam & Haslam, 1998; Berger & 
Rand, 2008; Crandall, 1988; Cruwys, 2013; Cruwys et al., 2012; Guendelman et al., 2011). 
This approach has shown that an individual’s identification with specific social groups can 
affect their eating behaviour (Balaam & Haslam, 1998; Cruwys et al., 2016; Guendelman et 
al., 2011). Although some studies that have taken an SIA to understanding eating behaviour 
have examined eating norms (Berger & Rand, 2008; Guendelman et al., 2011), none to date 
have applied the SIA to help inform our understanding of how self-orientated, and especially 
socially prescribed perfectionism, relate to disordered eating.  
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We argue that this lack of research linking together the SIA, perfectionism, and 
disordered eating is problematic. From the perspective of the SIA, perfectionism is a belief 
that is rooted in social identity processes, as group members share specific beliefs about what 
constitutes group membership, and what these members do to maintain group membership. In 
this way, group communicate what perfectionism means and what group members should do 
to achieve the goal of perfection. As such, the embodiment of those perfectionistic ideals 
results in specific behaviours that vary across different social identities. For example, being 
‘the perfect daughter’ consists of different belief structures compared with being ‘the perfect 
ballerina’ and would result in different consequent behaviours if those identities are salient. 
In addition, as groups hold different prescriptive norms surrounding perfection (i.e. “to be 
one of us perfectly, you must be like this”), we argue that the group with which an individual 
identifies would contribute to different manifestations of perfectionism in EDs via these 
norms. As such, the goal of ‘perfection’ in those who have been diagnosed with an ED 
arguably cannot be understood independently of the specific social groups with which they 
identify and deem as being important to their self-image.  
The SIA not only allows for an understanding of how social groups affect individuals 
through a discourse on what constitutes the ‘social self’, but also explains how we can fit our 
understanding of personal and social self onto established clinical constructs surrounding 
perfectionism, particularly in the context of EDs. We propose that self-oriented perfectionism 
maps onto personal identity content, and socially prescribed perfectionism onto social 
identity norms. Indeed, the beliefs associated with self-oriented perfectionism affect personal 
dieting restriction, whereas socially-prescribed perfectionism affects body image avoidance 
when comparing against a social ideal (Hewitt et al., 1995). High levels of both facets of 
perfectionism combine to cause body dissatisfaction and disordered eating (Tissot & 
Crowther, 2008). The SIA therefore provides a framework for how this occurs, as it argues 
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that most behaviour is driven by a compromise between social identity content and personal 
identity content (Tajfel & Turner, 1986). Depending on the saliency of a given group, beliefs that 
constitute the ‘social self’ are combined with the beliefs that constitute the ‘personal self’, 
resulting in different actions depending on both which ‘social self’ is activated and what the 
content of the ‘personal self’ is (Tarrant & Butler, 2011). The facet of socially prescribed 
perfectionism is therefore a norm of what it means to be a group member (for example, to be 
a ballerina you must be physically ‘perfect’). Meanwhile, the facet of self-oriented 
perfectionism is analogous to the norms for a personal identity. When personal and social 
identity content align, we propose that this then results in a consistent desire to be perfect 
toward a social definition of dietary restriction. Overall then, from an SIA, we may be better 
able to understand how social norms for perfectionism are negotiated with the individuals’ 
specific personal norms for perfectionism, and how disordered eating may be because of this 
negotiation.  
The Current Study 
By understanding self-oriented perfectionism as personal identity content, and social 
perfectionism as social norms, we argue that the SIA provides a framework to explore the 
perceived source and consequences of perfectionism in EDs. By considering socially 
prescribed perfectionism as a group norm, we can structure questions to extract the difference 
between personal and social perfectionism, and how they come to affect the paths individuals 
take through their disorder. Although there has been research on the relationship between 
social identities and eating behaviours (Guendelman et al., 2011; LaMarre & Rice, 2016; 
Rich, 2006), as well as the link between perfectionism and disordered eating (Petersson, 
Johnsson, & Perseius, 2017), the relationships between perfectionism, social identity, and 
disordered eating remain unexplored. Given that the SIA can aid in our understanding of how 
social identity relates to behaviour, the shortage of research investigating perfectionism 
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within EDs from an SIA is surprising, and perhaps reflects a general lack of integration 
between social psychological and psychopathology research. This is despite research 
indicating that the processes that arise from group membership contribute to the experience 
of EDs within women (Ison & Kent, 2010; McNamara & Parsons, 2016). These qualitative 
studies indicated the value of using SIAs in understanding EDs, by showing how SIAs could 
help clinicians understand the underlying social processes involved in ED recovery and 
manifestation. Specifically, Ison and Kent (2010) found by asking questions from a SIA, 
participants’ beliefs around comparing EDs followed a pattern that matched previous SIA 
literature on intergroup comparisons. As would be predicted by a SIA (Tafjel & Turner, 
2001), social hierarchies emerged, with lower status diagnoses (i.e., Eating Disorder Not 
Otherwise Specified, or EDNOS) weakly affiliating with the ED identity, and higher status 
groups more strongly affiliating with EDs (Ison & Kent, 2010).  
Meanwhile, many studies have acknowledged the social nature of perfectionism in 
EDs, but qualitative research exploring perfectionism has largely remained focused on 
personal identity content (Petersson et al., 2017). By taking a SIA to perfectionism in EDs, 
we hope to build on the findings of Ison and Kent (2010) by specifically considering 
perfectionism as a group-based norm that may determine how they perceived their social 
groups. Given these considerations, the aim of this qualitative study was to understand the 
lived experiences of those with EDs, with a specific focus on participants’ beliefs around 
perfectionism, what impact this has had on their lives, and how they saw the link between 
personal and social identities in perfectionism. As such, the research questions of the study 
were, first, how do women with EDs see perfection in their social groups, and second, how 
do they see the relationship between their social groups and their disordered eating 
tendencies?   
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Method 
Participants 
Sixteen women over the age of 18 were initially recruited for this study via flyers 
posted on university noticeboards and through eating disorder organizations, but due to fear 
of disclosure, six chose to withdraw their data. The final sample used for data analysis were 
10 women, aged between 19 and 34 years (M = 23.3, SD = 5.56), collected between February 
2016 to March 2017 by the lead author. All participants reported their nationality as 
Australian and stated they had been formally diagnosed by a psychologist or a psychiatrist 
with Anorexia Nervosa (AN; n=5), Bulimia Nervosa (BN; n=2), EDNOS, (n=2), or Purging 
Disorder (n=1). Eight participants reported partial recovery, while two stated they were fully 
recovered. Consistent with previous research on EDs (Milos, Spindler, Schnyder & Fairburn, 
2005), six participants reported movement between the various ED diagnoses. For the current 
study, participants were classified according to the ED they had the longest.  
Procedure 
Ethics approval for the study was granted by the host university’s human research 
ethics committee. Participants were recruited for in-person or online semi-structured 
interviews about “Social identity, female identity, intergroup comparisons, and their 
experiences” via advertisements in ED support groups within Australia (ED Victoria) and 
through university noticeboards. This involved purposive recruiting through ED newsletters 
(both physical and digital), Facebook announcements, flyers in waiting rooms of the support 
organizations, and via special sections on these sites. Advertisements were also placed on 
Australian university social media web pages on Facebook and on campus flyers. Participants 
were asked to contact the research team through email if they were interested in participating 
in the study. Participants who emailed the researchers to participate were emailed a plain 
language statement and consent form. 
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After providing informed consent in written form, the 10 participants took part in a 
one-on-one, semi-structured interview lasting up to one hour, with the lead author — either 
online via Skype (n =6) or in person (n = 4) — at a time suitable to the participant and 
researcher.  
Open-ended questions, constructed from a SIA perspective, were used as prompts to 
ensure the interviews yielded meaningful responses. This was to ensure the interviewer was 
able to guide the interview in a way that fit the IPA goal of understanding participants’ 
personal and social world (Smith, Flowers, & Larkin, 2009), but also to use the SIA to 
distinguish between the personal self and participants variety of social selves. The length of 
interviews lasted 23 minutes on average (not including rapport-building). All participants 
stated that they were comfortable with the length of time and did not have anything more to 
add about the topics discussed. Each participant was compensated with a gift voucher worth 
$AUD20 for their time and effort.  
Data Analysis  
All interviews were transcribed by the lead author, with identifying information 
changed or removed during transcription to ensure participant anonymity (using 
pseudonyms). All completed transcripts were also double checked by the lead author for 
accuracy. Transcripts were then analysed using Interpretive Phenomenological Analysis 
(IPA; Smith & Osborn, 2008). This involved six flexible stages, with each participant’s 
transcript being read independently (Smith et al., 2009). A paper trail of the process was 
used, including the author’s reflections, themes dropped, and checking processes. All 
analyses were conducted by the lead author. The final author verified 10% of findings by 
examining the transcripts and verifying the coding, subsequently agreeing with the methods 
and themes extracted. 
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To further organize the data and to ensure theoretical saturation (Morse, 1995; 
O’Reilly & Parker, 2013), a spreadsheet (Table 1) was created to see if particular questions 
resulted in similar responses using the master list of themes extracted from the first 
participant. At least 50% of the participants endorsed each theme, enhancing our confidence 
that our interviews allowed for a rich discussion of the topic at hand. Although we did 
attempt to compare subtypes of EDs, we did not find any differences in responses.  
Results 
Using IPA, the lead author identified three key themes across the transcripts. These 
themes included (1) Perfectionism content tied to valued social groups; (2) Defining the 
disordered, social self as separate from the personal self; and (3) Perfectionism norm shifts. 
These themes are described in more detail below, with relevant excerpts from the interviews 
exemplifying each. No quotes have been modified except to ensure grammatical consistency.  
Theme 1: Perfectionism Content Tied to Valued Social Groups 
Interviews began with participants being directly asked what being perfect meant to 
them. The responses to this question were varied, as participants often either asked for 
clarification or spoke about perfection by relating the concept to how they appear to others. 
For example, Sophie described perfect as “presenting myself [to other people] as perfect”, 
and Sammy described it as “[having a] perfect appearance”. When asked where this 
definition of perfect came from, participants indicated the development of their 
perfectionistic beliefs was closely related to their families and endorsed the idea that they 
personally were perfectionists. Seven participants directly stated that they believed it was 
their parents who had instilled in them a perfectionistic belief. Jade provided an example of 
this: 
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Well, my parents enforced [that if] you're going to do something, do it properly. You 
have to be the best or … always the best. So it kind of stemmed from there— if I'm 
going to do something, I'm going to do it as well as I can.  
 
Kimmy also provided an example of this, describing how she modelled her own 
perfectionism specifically on her mother’s: 
My mum never put it on me, and never said anything but she also was the same when 
she was my age, very perfectionism orientated and she's very… workaholic, and 
perfect, and I guess I picked up on it from that. 
 
Across interviews, identification with perfectionistic family members— especially their 
mothers—appeared to be a precursor to participants developing a perfectionistic belief or 
norm (Sophie, Kimmy, Jade, Megan, Anna). These participants often pointed out that their 
development of extremely high standards (for everything) came from their desire to be like 
those family members who were also perfectionistic (Kimmy: “I picked up on…being the 
best at everything like my mum”).  
When probed to expand, most participants explained that this perfectionism arose 
from the personal norms within their family. This was expressed as the norms to do well 
academically, like Anna’s statement: “I need to stand out academically for my family”. This 
was also expressed as the perceived norms of control and strength in their female identity. 
Cindy stated “[A woman] is strong, capable…. always in control”. Some participants 
(Mandy, Anna, Cindy) also discussed gender-specific ideals when it came to being the 
‘perfect woman’, linking this to the perception of motherhood. The perfect woman ideal that 
they obtained from perfectionistic family members also included perfect mother ideals. 
Mandy, a 34-year-old woman in recovery from AN, provided an example of this when she 
described the perfect woman: 
“…In my mind, I'm thinking of people that I know through work, who you know, are 
very athletic. In terms of characteristics, personality, caring, kind. I want to say 
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mothering, but I don't know if that's the right word. Umm. Someone who cares about 
people...” 
 
Cindy also noted how the perfect women would be “on top of everything…mothering and 
she’d look for others before herself.”  
All participants besides two (Sophie and Megan) also discussed the need for control 
as being essential to being a ‘perfect’ woman (interestingly, all participants also strongly 
identified with the female identity). For instance, Cindy indicated that women needed to be 
“on top of everything” and emphasized that women were expected to take control. Kimmy, 
who was diagnosed with EDNOS, also stated that: 
Back then [when I had the disorder] the perfect woman would be someone who is 
perfect at everything. And what society says. Like keeping themselves looking good, 
extremely smart, can hold down their own job, but can also be like be…being able to 
do everything. Personality traits... probably being independent... Very feminist view 
of it, in the sense that you do everything on your own, and you're equal and being a 
perfectionist would be in there. 
 
This definition of being the ‘perfect woman’ was nearly ubiquitous across the participants, 
regardless of disorder type. Jade, a 20-year-old woman recovering from BN, agreed with this 
expectation that self-control was required to be a ‘perfect woman’, adding: 
Definitely nice and caring, but also have a lot of confidence, being able to stand up for 
herself, being able to call out the bullshit…. Strength, confidence, but still the ability 
to have that caring and compassion. 
 
This sense of control also appeared to be clinically relevant. Half of the participants 
stated that the difference between different types of disordered eating was the extent to which 
a person had self-control or strength of will. When Cindy (who was diagnosed with AN) was 
asked about how she saw women with BN, she said, “I guess just out of control, really.” And 
when asked about how she felt about people without EDs, she stated “I thought they had 
everything under control, they didn't need to go to the extreme to take control of their life.” 
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Kimmy, who was diagnosed with EDNOS, agreed with Cindy regarding BN: “You should be 
strong enough to not be eating, but you weren't strong enough to handle the consequences of 
eating either. Yeah.” Conversely, Jade (who was diagnosed with BN) stated that she saw AN 
as a lack of control, saying, “Yeah, they took it too far, should have known better et cetera.” 
However, Jade also noted that EDs were paradoxical, as they require strength but cause 
weakness: 
I like seeing Eating Disorders as a flaw. You have also had the strength and you're 
making yourself weak and ill, and so I guess, it’s failure… it's like aiming for strength 
by going to these extraordinary measures, which causes you becoming weaker and 
less healthy. 
Kimmy directly indicated that she had wished to have AN when she had EDNOS, as she 
perceived them to be superior in terms of strength, saying, “I was diagnosed as EDNOS I was 
like... why can't I be Anorexic? I saw them as being very strong, to able to get like… there.” 
When asked about her perceptions of other individuals with EDNOS, she stated: 
I just saw it as a stupid in-between phase where you couldn't get a diagnosis and you 
wanted to be diagnosed with it. For me it was AN, and I couldn't get there, and I 
was... I couldn't really... I felt like it was a default diagnosis….You're not really sick, 
kind of…. I saw them as being very strong, to able to get like... I mean, it goes against 
human instinct to starve yourself to death obviously. I thought they were always 
strong to keep themselves in that position, but I also saw it as being really sad. So I 
was in that position, I was like, I want to get that point, but I'm sick of being unhappy 
all the time. I was in that uncomfortable like... kind of. 
This perception of lack of control as a negative characteristic extended to women without 
EDs, as Kimmy explained that it was frustrating when women complained about their weight: 
I guess I thought... it frustrated me because of the people I spoke to without a 
disorder, often complained about their weight, and I would think, just do something 
about it. 
Overall, this superordinate theme directly related to our first research question 
investigating how people with EDs saw perfection in their social groups. By using the SIA as 
a guide for the questions, we identified the difference between personal identity content for 
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perfection, and social identity content for perfection. Personal identity content was related to 
family standards as a drive to be perfect, while society and implicit parental actions within 
that social framework provided a definition of what it meant to be a perfect woman (as a 
social identity). These data suggest that for the individuals in this study, self-oriented 
perfection is derived from family standards, heavily influenced by the actions and beliefs of 
role models—particularly their mothers. This is much like how personal identity content is 
believed to develop in SIAs (Baray et al., 2009). Meanwhile, social perfectionism may relate 
to what it takes to be a good group member—norms communicated within the social groups 
that women prone to EDs join. For participants within this study, what it meant to be a 
perfect woman to them generally was described in terms of strength, control, and capability. 
However, participants strongly believed that they were perfectionists, there was little direct 
evidence to suggest that participants thought that being perfect was a requirement of being a 
part of any specific group, rather that it was a desired characteristic of any group that they 
valued.  
Theme 2: Defining the Disordered Self as Separate from the Personal Self 
The second superordinate theme refers to how participants explained eating 
disordered “selves” as perceived social norms from valued group members; specifically, 
these were self-control norms. Most frequently, this ‘self” was seen as a ‘role’ being played 
to abide by these norms. When participants were asked about the source of this ‘role’, 
participants expressed an omnipresent pressure from others but with no consistent source 
(e.g., Anna: “[It] came from everyone and everywhere”). When discussing their past 
maladaptive eating behaviours, participants described that there was a part of themselves or 
an external “mind” that directly contributed to these behaviours. This role was akin to an 
internal voice telling them to act in a particular way in certain circumstances and often acted 
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contrary to their personal desires. Megan described this disconnect between the internal voice 
and their personal desires: 
There's part of me that does know, but other parts, yeah... I'm confused. Yeah, I think 
there’s a disconnect, but I don't understand it. It's really unusual. I guess I always see 
myself as you know, a... I guess I'm quite aware and quite conscious of myself, and I 
know I'm intelligent, but it's like a blind spot for me. 
 
When asked about their definitions of perfection, Mandy brought up this disconnect in 
the form of a separate person with their own desires: 
I have two answers in my head. The first answer that comes into my head is yes, 
someone with Anorexia, skinny... skinnier than me, I would hold in high regard, but I 
think that's actually my eating disorder talking, and that I don't want that for myself… 
For a while now, my eating disorder [was] running the show, in terms of the ideal 
person physically. The further along I progress…towards recovery, the more the 
eating disorder screams, no that's not what I want, which makes it harder to stick to 
healthy plan… 
 
Other participants, like Sophie, also described an “anorexic mind”; this mind was described 
as an internal voice which spoke separately to their “regular” mind. Even after recovery, 
participants noted that they sometimes would see foods through the lens of this “anorexic 
mind.”  
When probed as to where this extra ‘mind’ or ‘role’ came from, participants tended 
not to describe a specific group or person. Instead, almost all participants generally spoke 
about a general desire to please others. Sophie directly indicated that the role being played 
was to make others happy: 
For the majority of my life I've been the kind of person that people came to with their 
troubles. They always came to me, and I was a really empathetic person…But in most 
cases I was the one who ended up most affected. After those experiences, they 
affected my personal self a lot. I basically became closed off and pretended to be 
something I wasn't. And try to portray this image of someone who couldn't be 
affected, so it would never happen to me again. 
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Mandy also discussed this idea of people pleasing directly, suggesting this was where this 
extra ‘mind’ or role came from: 
I suppose …people pleasing, maybe feeling like I should be able to do that because it 
makes other people happier. No one specifically told me that other people could do 
that.... that it's just feeling like if I could do it better, I would make them happier. 
That's more where it stems from. 
 
This desire to please others, and the adoption of this role, seemed to be interlinked in 
participants. When asked, most participants indicated that the pressure to adopt this role came 
from other women, not from men, which could have affected their perfectionistic tendencies 
as a perceived social norm (as required from their relevant groups).  
Overall, this theme directly related to our second research question on how 
individuals saw their disordered eating as part of their social groups. Participants tended to 
view this ‘disordered eating self’ as distinct from their ‘real’ self. From an SIA, this can be 
interpreted as an internal cognitive representation of what would be required as a group 
member as a fuzzy set of attributes; this is known as a prototype (Hogg & Reid, 2006). This 
prototype affects how people view themselves (and others) as group members and affects 
their behaviours through a comparison to this prototype. Therefore, from an SIA, it might be 
interpreted that this role they were considering was their tendency to compare themselves to 
this prototype.  
Theme 3: Perfectionism Definitions within social groups and norm shifts  
The third theme referred to how the definition of ‘perfect’ within their social groups 
changed depending on the social context, but the desire to achieve perfection largely was 
unchanged in strength as participants adopted new social identities and social circles. When 
probed on this, all participants stated that they experienced shifts in perfectionism over time.  
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All participants endorsed the idea that feedback from others was fundamental to 
defining what it meant to be perfect. Moreover, most participants stated that the feedback 
they received regarding what it meant to be perfect (the perfect norm) changed as they got 
older. For instance, Anna stated: 
I think it started academically, but it followed into self-image, what others saw me as, 
and what my capability to change my physical appearance, or emotional into it in the 
sense that it affected what I want to be…So, if I were to get some negative or non-
acceptance tone or mood from someone, I would naturally reflect this on myself to 
become more accepted or desired. That perfect image that other people desire. 
 
Kimmy similarly stated that the definition of perfectionism for her changed over time. 
Specifically, the idea of strength meaning perfection changed to one of restriction, instead of 
academia: 
And then I guess I focused on other things, and my perception of what a perfect 
woman was changed. But to start with, when I started gaining weight, I noticed I was 
weak, I wasn't able to be persistent to keep myself sick. 
Ellen also indicated that there was a marked shift in the norm content of perfectionism, noting 
that academic perfection was unlikely to be achieved, and so for her to feel in control, she 
redirected her perfectionism norm to eating: 
It was probably like.... in my year 12, I wanted to be perfect in my studies, but I never 
really was perfect or naturally gifted or anything. So, I kind of like.... made up for it in 
other ways, obviously in eating, and I had control over that, and it was kind of like me 
being perfect in a way. 
 
Although not directly related to the target of perfectionism, some participants (e.g., 
Sophie, Mandy, Kimmy) also indicated that there was a large amount of feedback from 
friends on weight loss and food habits that was vital to the development of their ED. Mandy 
stated that her journey into her ED started when she “got a lot of compliments” from friends 
when she “innocently…lost a few kilos”, which she took to an “extreme”. Similarly, Kimmy 
felt her food choices were constantly critiqued, where her friends would “comment that I had 
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a nice big salad” in such a way that made her feel like she “shouldn’t be eating that much”. It 
might be that the feedback on weight loss and food habits affected their beliefs on self-
control and perfection as a norm for a specific social group. This is especially apparent when 
these comments are considered with the participants’ indications that feedback from various 
valued groups caused the change in their views on perfection.  
Participants were asked about how these norms were affected, if at all, by their 
experiences in therapy. Most participants (e.g., Anna, Sammy, Megan), regardless of 
recovery status, directly indicated that they still held perfectionistic norms for themselves 
even after recovery. Of these participants, all said the content of this perfectionistic norm 
changed because of therapy. All also stated they considered themselves perfectionists with, at 
most, a small downgrade of intensity. Jade directly indicated this perfectionism shift when 
asked: 
Jade: I think in some aspects I'm closer and some aspects further away. Like 
perfectionism wanting to be thinner is definitely gone, so I feel like I'm further away 
at that point, but I definitely feel like I am stronger and healthier, and have the energy 
to have compassion that I wanted. I think it's definitely changed. I think it is part of 
my recovery for my ideals to change.  
Interviewer: Do you think the drive for perfectionism has weakened, or just the 
content that has changed, or both?  
Jade: I think the content has shifted slightly. I'm starting to accept that Perfection isn't 
possible. It would be just probably a slight downgrade of perfectionism. I'm still 
striving for it… I still just realized I'm not going to reach it, and it's not worth 
hospitalizing myself for it.  
 
Ellen agreed, stating that she was more flexible as to the definition of what it means to be 
perfect, and the intensity of her perfectionism had weakened:  
Interviewer: Has… [the content of what it means to be perfect] shifted in any way?  
Ellen: I guess a little bit. I was kind of more stuck in my ways when I was... when I 
had Anorexia. I had to be the best, I had to look the best, and I had to do the stuff. 
Now, it's high up there but it's not a priority.  
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Interviewer: So the intensity has changed? 
Ellen: Yeah, it's not as intense. 
 
Overall, participants tended to still identify as perfectionists, regardless of recovery 
status. This is in line with the literature surrounding perfectionism and recovery, with 
research showing that those in recovery still show higher levels of perfectionism than those 
who have never had an ED (Egan, Wade, Shafran, & Antony, 2014).  
Discussion 
Our primary aim in this study was to understand the lived experience of perfectionism 
in women with EDs, with a focus on women’s social beliefs around perfectionism, and what 
impact this had on their lives. We structured the study from an SIA perspective to draw out 
the role of perfectionism as a negotiation between the social and personal self. Through 
applying an IPA to our semi-structured interviews, we identified themes that helped to 
answer our research questions regarding how people with EDs see perfection in their social 
groups, and how perfectionism related to their disordered eating tendencies.  
Based on our findings, we believe we can summarize how our sample’s perfectionism 
developed as they navigated through their social groups. In our sample, perfectionism was 
absorbed into the individual’s personal identity through constant identification with the most 
valued family members in their youth—their mothers. This is evident in the tendencies of 
participants to discuss their mothers as role models, and the desire to receive positive 
feedback from their families. Their need for positive feedback from their family (the earliest 
valued group identity), which initially manifested as academic perfectionism, was 
internalized into their personal identity. This is similar to the findings of Flett et al. (2002), 
but also fits with SIA research showing that personal identity is affected by valued 
interpersonal relationships, like parental feedback (Baray et al., 2009). Therefore, an SIA 
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would maintain that self-oriented perfectionism is due to intrapersonal norms (i.e., what it 
means to be me) communicated by family norms.  
By contrast, socially prescribed perfectionism must be understood through peer 
feedback, as the content of ‘the social self’ is more related to social norms of ‘what it means 
to be us’. Our participants’ most valued group shifted from the family to their same age peers, 
which is common as children age (Armsden & Greenberg, 1987; Meeus, Oosterwegel, & 
Vollebergh, 2002). In young women, body-focused perfectionism is common (Ousley, 
Cordero, & White, 2007). Participants reported discussions where they compared their eating 
habits and weight with their peers, which has been found to be a normal social norm in 
adolescent women (Britton, Martz, Bazzini, Curtin, & Leashomb, 2006). ‘Fat talk’ often 
contains praise for other group members’ inner strength and control through praise of others’ 
dieting habits (as seen in our sample). ‘Fat talk’ may, in this way, help communicate group 
norms for perfection in strength and self-control. As indicated by our participants, the 
positive feedback from others (or positive fat talk) regarding their weight loss, and the 
negative feedback about their food choices increased their drive toward disordered eating in 
order to align themselves more closely with the prototype.  
Our study has also identified a number of themes that relate to the development, 
aetiology, and dissipation of EDs. The life-course of an ED can be narrated though a 
discourse on valued social groups, how they communicate norms, and how individual 
characteristics affect how these norms are interpreted. Although much research has identified 
specific groups which increase the risk of ED development (e.g., sororities; Crandall, 1988), 
these studies generally lack a clear framework on why membership in these groups increases 
the risk of EDs. There are also few studies that provide an explanation on how these social 
identities are negotiated through the recovery process, despite research showing that ED 
recovery is associated with identity loss (Ison & Kent, 2010; Jenkins & Ogden, 2012). A 
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qualitative approach that employed a social identity perspective, therefore, provides us with a 
unique understanding of how identity in EDs is negotiated through a rich, textured discourse 
on perfectionism and social groups, beyond what can be detected through tradition self-report 
scales.  
Limitations 
Despite the consistency of our findings with prior research and theory, there are 
limitations. Our study was exploratory in nature, with the sample being heterogeneous with 
respect to recovery status and age, especially in comparison to previous studies (Cruzat-
Mandich et al., 2017; Ison & Kent, 2010; Petersson et al., 2017). Additionally, this sample 
had a high number of women with AN relative to the population of women with EDs, where 
AN is typically much less common (Makino et al., 2004; Stice, Marti, Shaw, & Jaconis, 
2009). This may have been further affected by the high withdrawal rate, as it is possible that 
those who withdrew could have had disorders other than AN. Therefore, it is possible we 
could not capture a wider array of beliefs associated with different types of EDs. Therefore, 
many of the themes might be more representative of young, Australian women with AN 
rather than a more diverse population and for EDs generally. The goal of qualitative research, 
however, is not to create generalizable results (Giles, 2013). Instead, we explore and unpack 
phenomena with the rich data by either providing areas of interest for future studies or 
enhancing our understanding of those phenomena. Furthermore, the findings of our study 
were generally not geared toward the clinical experience, but more toward features of the 
social environment that these women had encountered that lead to the development and 
maintenance of their ED.  
Finally, it should be noted that although we required participants to indicate they had 
been formally diagnosed with EDs by a psychologist or psychiatrist, we did not formally 
diagnose them directly via clinical interview, and thus we are dependent to some extent on 
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the accuracy of participant’s understanding of their diagnoses. All participants, however, 
were in treatment or had recovered via treatment, and spoke of their ED experiences during 
the interviews, enhancing our confidence in the diagnostic accuracy. 
Conclusion  
In sum, our study provides evidence for understanding perfectionism from an SIA. Our 
participants expressed how perfectionism is lived, modelled, evolved and enacted through the 
life-course of their ED. Our analysis indicates that by understanding the identities in social 
groups, we can gain a deeper understanding of the lived experience of ED based 
perfectionism. We believe that through our qualitative approach, we have uncovered a pattern 
of how participants consolidated their personal drive for perfectionism with the definition of 
perfection in their immediate social groups. Future research should attempt to quantify this 
relationship by assessing how social perfectionism can be altered by changing the perceived 
characteristics of group membership amongst those with EDs. For example, there is evidence 
that changing the norms of a group can reduce thin ideal internalization (Cruwys, Haslam, et 
al., 2015), thereby changing what it means to be ‘perfect’. Our analysis suggests that such an 
approach to perfectionism as part of a valued identity may reduce ED symptoms in a similar 
manner. Therefore, this perfection modification approach could perhaps be used as part of 
ED therapies or early intervention strategies, especially through group therapy (Levinson et 
al., 2017; Tchanturia et al., 2016). By understanding the lived experiences of those with EDs 
in their social groups, and their journey through recovery, we believe that our study offers 
unique insight into the social processes involved in the development of maladaptive 
perfectionism.  
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Table for Chapter Seven 
 
Table 1:  
Participant characteristics 
Pseudonym Diagnosis In 
treatment
? 
Months in 
treatment 
Perfectionist
? 
 Mother 
mentioned
? 
Academic 
mentioned
? 
Control/ 
Strength 
Role/ 
Disconnect 
Sophie AN Yes 3.5  Yes Yes No Implied Yes  
Cindy AN Yes 37  Yes No Yes Yes Implied  
Joan AN Yes 8  Yes No Yes Yes No  
Ellen AN Yes 18  Yes No Yes Yes Implied  
Mandy AN Yes 24  Yes Implied Yes Yes Implied  
Sammy BN No Recovered  Yes Implied Yes Yes Yes  
Jade BN Yes 9  Yes Yes No Yes Yes  
Kimmy EDNOS No Recovered  Yes Yes Yes Yes Yes  
Megan Purging No Recovered  Yes Yes No No Implied  
Note: AN = Anorexia Nervosa; BN =Bulimia Nervosa; EDNOS = Eating Disorder Not 
Otherwise Specified; NA = Not applicable 
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CHAPTER EIGHT: PERFECTIONISM AS DEMANDS FROM VALUED GROUPS 
RELATES TO THIN IDEAL INTERNALISATION 
Preamble to Chapter Eight 
This Chapter examined perfectionism through understanding group membership. In 
the previous chapter, it was established that the women with eating disorders appeared to 
ignore the pressure to be perfect from men. The focus on this chapter was to examine how 
pressure to be perfect from different groups related to thin ideal internalisation by specifying 
the groups that were perceived to exert this pressure, and acknowledging that there are 
different types of body dissatisfaction against multiple ideals imbedded in different groups. 
By re-defining perfectionism in line with social identity theory, this paper could potentially 
provide clarity in understanding how perfectionism links to the cognitions implicated in 
disordered eating. This paper will be submitted to Body Image. 
 
Bouguettaya, A., Moulding, R., & King, R. (to be submitted) What’s perfect? 
Divergent effects of Socially Prescribed Perfectionism types on thin ideal beliefs in young 
dieting women.  
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Abstract 
Perfectionism is a personality style that been inconsistently linked to thin ideal beliefs 
and associated disordered eating behaviours in young women. This personality style is often 
delineated along two dimensions: Self-Oriented Perfectionism and Socially Prescribed 
Perfectionism (SPP). Although research generally considers SPP to be generalised pressure 
from all groups, different groups can exert different amounts of pressure on the individual, 
and this pressure may be ignored if that social group is not valued by the individual. 
Similarly, thin-ideal internalisation is not a singular process; there may be a distinction 
between social (i.e., within social groups) and personal thin-ideal internalisation. Our study 
sought to clarify perfectionism and thin-ideal internalisation by separating these constructs 
along personal and social dimensions. This study assessed 381 women (aged 18-44) on these 
perfectionism and thin-ideal internalisation measures. Results indicated that SPP for groups 
significantly differed, and higher average SPP (across the top three valued groups) correlated 
with all forms of social and personal thin-ideal internalisation. Meanwhile Self-Oriented 
Perfectionism only correlated with social thin-ideal internalisation from valued groups 
(although this was mediated by average SPP), and personal thin-ideal internalisation. The 
present study provides evidence that both perfectionism and thin-ideal internalisation should 
be separated into personal and social domains.  
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Introduction 
Perfectionism is generally defined in the literature as multidimensional personality 
trait (Bardone-Cone et al., 2007). While there is debate regarding the specific dimensions 
(Smith, Saklofske, Stoeber, & Sherry, 2016), most scales include two dimensions: extremely 
high personal standards, and a belief that others require perfection (Hewitt, Flett, & Ediger, 
1995; Stairs, Smith, Zapolski, Combs, & Settles, 2012). Multiple studies have indicated that 
the combination of these personal standards (commonly referred to as Self-Oriented 
Perfectionism) and beliefs about what others expect of an individual (referred to as Socially 
Prescribed Perfectionism, or SPP) are unique predictors of the thin ideal internalisation, or 
internalisation of unhealthy body image standards in young women (Tissot & Crowther, 
2008). In turn, this puts the individual at risk of developing disordered eating tendencies 
(Smith et al., 2017).  
The link between perfectionism and disordered eating has been explained through 
social processes; specifically, it has been speculated that disordered eating is an attempt to 
attain or retain a social rank in a group that prescribes thinness (Bardone-Cone et al., 2007). 
Consistent with this notion, the link between SPP and thin ideal internalisation appears to be 
the result of a social process, where those high in SPP define perfection as the thin standards 
of valued social group (Chapter 6). This speculation is consistent with research showing that 
SPP may lead individuals to join specific, high status, female dominated groups (Keel & 
Forney, 2013), which generally are the same groups that increase thin ideal internalisation 
(Reel & Gill, 1996). The current paper presents evidence that the links between perfectionism 
and thin ideal internalisation can be better understood by considering how groups define 
perfection and how much pressure to be perfect these groups exert.  
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Perfectionism and Valued Groups: Using the Social Identity Approach 
The idea that perfectionism arises from social dynamics is not new; the Social 
Expectation Model suggests that Self-Oriented Perfectionism comes from individuals 
internalising the expectations of their families as children (Flett, Hewitt, Oliver, & 
Macdonald, 2002). In this model, Self-Oriented Perfectionism arises in children because their 
parents have high expectations and have a tendency to criticize others (including their 
children) when they fail to meet these expectations. Through modelling of these harsh 
standards and the associated negative self-evaluation, children become more self-critical 
(Flett et al., 2002). Consistent with this model, a cross-sectional study on adolescent athletes 
(N=259) found that their Self-Oriented Perfectionism was predicted by parents’ Self-
Oriented Perfectionism, indicating modelling was likely occurring (Appleton, Hall, & Hill, 
2010). This model has also been used to explain SPP as well; high parental expectations are 
modelled (causing Self-Oriented Perfectionism), but also predicts later development of SPP 
(Damian, Stoeber, Negru, & Băban, 2013). Cross-sectional research on Asian and European 
Americans also indicates that SPP is largely influenced by parental expectations (Perera & 
Change, 2015). However, the Social Expectation Model overlooks essential social processes 
in other groups that explains how these expectations work to affect the individual, such as 
strength of identification with particular groups (e.g., with a dance group), or how 
interpersonal relationships affect personal identity (e.g., relationships with one’s parents). 
This means that the model does not illuminate key social factors that determine how, why, 
and when social pressure is internalised, and it largely does not account for how other groups 
(besides one’s family) affects perfectionism.  
General conceptualisations of perfectionism development could be said to implicitly 
mirror notions from social psychological theories, such as Social Identity Theory (SIT; Tajfel 
& Turner, 1986). As such, expanding the model by explicitly drawing on SIT may aid our 
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understanding through illuminating how specific groups relate to SPP, and subsequently 
disordered eating (Cruwys et al., 2016). SIT suggests a distinction between two forms of self-
concept: social identity (a sense of self derived from a specific group membership) and 
personal identity (Tajfel, 1978; Tajfel, Billig, Bundy, & Flament, 1971; Tajfel & Turner, 
1979; Turner, Oakes, Haslam, & McGarty, 1992). Merely thinking of oneself as a group 
member via experimental priming one’s social identity is sufficient to cause social behaviour 
(Tajfel, 1978; Tajfel & Turner, 1986; Turner et al., 1992), while social influence is largely a 
consequence of how other in-group members define this social identity (Turner, 1991). 
Because the SIT posits that effective social pressure can only come from valued in-group 
members (Turner, 1991), theoretically, only when members value membership within a given 
group will they attempt to adhere to a “perfect” ideal embedded within the norms of that 
group.  
This approach may be useful in understanding the process of thin ideal internalisation 
as well due to its distinguishing the personal from the social. Previous research has largely 
considered thin ideal internalisation as a personal process, where an individual absorbs social 
definitions of thinness as important to themselves (Stice, Schupak-Neuberg, Shaw, & Stein, 
1994). This however, introduces a potential problem: SIT suggests that personal identity 
content is distinct from social identity content (Turner et al., 1992), although personal identity 
can be influenced by social identity (Baray, Postmes, & Jetten, 2009). In other words, what 
the ideal is for a person may not be the ideal for their group and vice versa. Effective thin 
ideal internalisation (which drives disordered eating behaviour) would, therefore, not only be 
the result of personal thin ideal beliefs, but rather could also occur when an individual 
perceives that a given valued group requires thinness regardless of their personal views. From 
this approach, there is a difference between personal thin ideal internalisation and social thin 
ideal internalisation. The latter is a process where it is believed that one’s social groups 
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require thinness from members, while the former is a process where an individual believes 
that they personally need to be thin, likely inspired by antecedent social thin ideal 
internalisation. These thin ideal internalisation beliefs are likely to be related, but social thin 
ideal internalisation will only matter if they care about that group membership, as believing 
that a group requires thinness will only result in action if they care about this social identity. 
Consistent with this argument, previous qualitative research on women with eating disorders 
indicated that although these women felt pressure from men to be perfect in the way they 
looked, the pressure was largely ignored and was not perceived as relevant to eating 
behaviours and perfectionism (Chapter 6). Despite the fact that female participants also 
suggested that they felt an omnipresent pressure from everyone to be perfect, they indicated 
that only they only attended to pressure from other women when considering their bodily 
perfectionism. Although the sample was small (N=10), this study supports the idea that the 
desires of those outside one’s group have little effect on the relationship of SPP with thin 
ideal internalisation. 
This study suggests that current SPP measures (designed to understand perfectionism) 
have two flaws. First, these scales do not reflect the reality that the pressure to be perfect 
from different groups may be ignored, as certain groups may have no relevance to oneself. 
This approach introduces issues with validity; although a study may look to understand the 
link between SPP and thin ideal internalisation, there may be no true relationship if the 
groups asked about in the study are irrelevant to the participant. For example, SPP scales that 
ask about perceived pressure from work or school would have little relevance to a retiree 
(Frost et al., 1990) and thus, any perceived pressure from this group would have no link to 
thin ideal internalisation. Evidence also suggests that perfectionism is domain-specific, so a 
global pressure to be perfect may not be a valid representation of the construct (Stoeber & 
Stoeber, 2009). 
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Second, even when a group is perceived to be relevant to an individual, perfectionism 
pressure from different groups vary in both the amount of pressure they are perceived to exert 
and the target of perfection. There is evidence suggesting that making different social groups 
(e.g., work) salient can change SPP scores, as one study (N=67) showed that women 
significantly differed in the SPP scores when asked to consider themselves as workers versus 
when considering themselves at home (Mitchelson & Burns, 1998). Furthermore, perceived 
perfectionism pressure from one group may not have the same effect as another, as these 
group carry a different definition of perfection due to difference in norms. For example, 
pressure to be perfect in a ballerina group would not have the same effect as pressure to be 
perfect in a school environment. High SPP should only relate to thin ideal internalisation 
when the perceived norm of perfection in a valued group relates to being thin. There is 
evidence suggesting that only female based pressure to be perfect results in thin ideal 
internalisation in women with eating disorders (Chapter 6). Stronger identification with a 
specific form of culturally consistent “superwoman” female identity is also a risk factor to 
thin ideal internalisation, and this appears to be common in young dieting women 
(Mensinger, Bonifazi, & LaRosa, 2007). It may be that the female identity (above all other 
identities) is more relevant to the link between SPP and thin ideal internalisation. Therefore, 
it is crucial to understand perceived social identity content in order to understand female SPP.  
Using the SIT to understand perfectionism has implications for Self-Oriented 
Perfectionism, as the SIT posits that behaviours and beliefs are rarely purely social. Instead, 
behaviours and beliefs are seen to arise from a compromise between personal characteristics 
and social standards (Tajfel & Turner, 1986). Personal characteristics may orient people to 
choosing specific groups over others, and these characteristics have unique effects on how 
individuals process the resultant social information (Duncan, 2012). Self-Oriented 
Perfectionism, therefore, may act as an individual level factor to orient people to groups that 
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they perceive to be perfect, but if the group does not demand perfectionism from its 
members, no thin ideal internalisation will occur. This may mean that Self-Oriented 
Perfectionism leads individuals to join groups that one believes to be perfect, and individuals 
then perceive pressure to be perfect as a result of social influence effects as stated above. We 
believe that this effect can be further specified: only after identifying with a group that exerts 
pressure to be perfect and defines perfect as “thin”, does SPP result in thinner ideal beliefs.  
The present study 
Previous scales measuring SPP do not account for the representativeness of groups 
(and therefore their relevance) and the fact that definitions of perfection vary across groups 
(Frost et al., 1990). We believe SPP is a subjective belief that leads individuals to believe 
certain valued groups pressure the individual to be perfect. By separating SPP into different 
scales based on different groups, the present study investigated how clarifying the diverse 
sources of perceived SPP relate to thin ideal internalisation, and how Self-Oriented 
Perfectionism fits in this relationship. We also sought to clarify which social groups 
contribute to perfectionism pressure generally. Based on previous research (Chapter 6; Byrne 
& McLean, 2001), we hypothesised that those who believed the female identity was more 
representative of themselves would tend to endorse thinner ideals than those who did not see 
themselves as women foremost (H1). Additionally, we expected that perceived perfectionism 
pressure from fellow females would relate to social thin ideal beliefs within their most 
representative group (i.e., pressure to be perfect from women will link with thinner ideal 
beliefs in groups that participants find to be representative; H2). We also expected that Self-
Oriented Perfectionism would result in greater thin ideal internalisation from all groups that 
participants belong to, as Self-Oriented Perfectionism may act as an orienting factor for the 
individual to join “perfect” groups (or at least, join specific subgroups that require perfection; 
H3). Given that, theoretically, personal characteristics lead to joining groups high in 
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perfectionism (Keel & Forney, 2013), and that this group joining leads to greater 
perfectionism, we also hypothesised that average scores across all displayed SPP scales 
would mediate the link between Self-Oriented Perfectionism and thin ideal beliefs (H4). 
Materials and methods: 
Participant characteristics 
A convenience sample of 381 women were recruited online from the UK (n=154) and 
the United States (n=227). 147 were recruited through Prolific™ to complete an online 
survey on perfectionism as part of a larger study, and 234 were recruited through Reddit™ 
for the shorter form of this study. Participants averaged 26.01 years of age (SD=5.20) ranging 
from 18 to 44 years old. We chose this age range as part of a larger study, investigating past 
self-control (so a wider age range was required; see Chapter Eight). All stated that had dieted 
at least once in the past. Most participants (92.7%, or n=353) reported that they had some 
intention to either diet or to restrict their caloric intake. Participants provided informed 
consent prior to beginning the study. Participants on Prolific™ were compensated £2.5 for 
their time, while the Reddit sample received no compensation. This research was approved 
by the host university’s research ethics committee. 
Measures and procedure 
Vignette and Ranking 
Participants were presented with a vignette designed to make five separate groups 
equally salient. This vignette asked participants to imagine a situation where they were at a 
party. At this party, they were asked to imagine that they encountered people from five 
relevant groups: fellow women, family members, co-workers/fellow students, fellow 
Britons/Americans, and friends. Participants were informed that this party resulted in 
conversations that split partygoers along these lines (against a relevant contrast, e.g., men 
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against women). After reading through this vignette, participants were asked to rank how 
representative these groups were of themselves, from one to five. 
Socially Prescribed Perfectionism (SPP) scale— modified (Stairs et al., 
2012) 
After completing the ranking, participants were presented with three separate SPP 
scales, adapted from the Perceived Pressure from Others subscale of the Measure of 
Constructs Underlying Perfectionism Scale (M-CUP; Stairs et al., 2012) Evidence shows that 
the M-CUP and this subscale has acceptable validity and reliability (α>.80 for this subscale; 
Stairs et al., 2012). Each scale presented six statements about the amount of pressure others 
required from them to be “perfect”, and asked participants to indicate their agreement from 1-
7 (“strongly disagree” to “strongly agree”). The three scales were identical, but each scale 
specified the pressure as coming from one of the top three groups ranked highest on 
representativeness. The average score on each group subscale was recorded, as was the 
overall average across all three scales presented to participants (referred to as SPPaverage). 
Self-Oriented Perfectionism scale (Stairs et al., 2012) 
Next, participants were presented with the Self-Oriented Perfectionism scale, taken 
from the High Standards scale in the M-CUP. This subscale has acceptable validity and 
reliability (α>.8 for this subscale; Stairs et al., 2012). This scale presented eight statements 
and asked participants to indicate their agreement from 1-7 (“strongly disagree” to “strongly 
agree”). The average score across these items was used for this scale. 
Body figure ratings scale (Thompson & Gray, 1995) 
To measure thin ideal internalisation, participants were presented with figure ratings from 
Thompson and Gray (1995). This scale presented nine female figures which consistently 
increased in body size (1 being the smallest and 9, the largest). Participants were asked to 
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select the figure that fit the perfect ideal for both the top ranked group selected in the 
vignette, and again for the bottom ranked group.  
Sociocultural Attitudes Towards Appearance Questionnaire Revised (SATA-
Q4R; Schaefer, Harriger, Heinberg, Soderberg, & Thompson, 2017) 
 To check the validity of the social thin-ideal internalisation measure and the SPP 
measures, participants from the Reddit sample were also provided with the SATA-Q4R 
(Schaefer et al., 2017). This scale contained five subscales: Internalisation (Thin), 
Internalisation (muscle), Pressures (family), Pressures (Peers), and Pressures (Media). Each 
subscale asked participants to agree with statements their agreement from 1-5 (“definitely 
disagree” to “definitely agree”). The first two subscales (forms of personal thin-ideal 
internationalisation) were used to compare against social thin ideal belief measures above, 
while the latter three were used to validate the perfectionism measures. Participants were then 
thanked and compensated for their time. 
Results 
Preliminary analyses and descriptive statistics 
The means, standard deviations and internal consistency values can be found in 
Table 2. All scales showed good internal consistency (α>.70). To ensure the validity of 
further analyses, we also assessed the rank order of the listed identities (Table 3). The group 
most commonly considered representative was the friends group, being ranked first by 40.7% 
of the sample (155 women). While only 47 women (12.3%) ranked their female identity as 
the top identity, 99 (26.0%) ranked the female identity in the top two identities. The least 
representative group was most often reported as the national identity (n=260, or 68.2%). We 
also compared the British sample to the American sample, and found no significant 
differences for any measure (p>.05). 
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T-Tests and correlations 
To test H1, we compared those who ranked the female identity above the midpoint for 
representativeness (n=99) compared to those who ranked that identity below or at the 
midpoint (n=282) via a between samples t-test on average SPP, self-oriented perfectionism 
and social thin ideal internalisation. No significant differences were detected between these 
groups for any variable tested (p>.05 for all measures). We also compared the British sample 
to the American sample, and found no significant differences against any measure (p>.05). 
Paired T-tests (Table 4) revealed SPPworkers and SPPfamily did not significantly 
differ from each other (in individuals who stated both identities in their top three for 
representativeness). Both of these were significantly higher than SPPwomen and SPPfriends. 
This indicates that pressure from co-workers/fellow students or their family to be perfect was 
perceived to be higher than any other representative group. Similarly, pressure to be perfect 
from representative family members (SPPfamily) was significantly higher than similar 
pressure from friends and fellow women (SPPfriends and SPPwomen respectively). Bivariate 
correlations, seen in table 5, also revealed that only SPPwomen, SPPworkers, and 
SPPnational were related to personal thin ideal internalisation (although SPPnational’s 
significance should be interpreted with caution, due to the small sample size), while none of 
the SPP subtypes related to social thin ideal internalisation. 
Bivariate correlations were also used to test H2 and H3. As can be seen in Table 5, 
SPPwomen did not correlate with body image beliefs for both the most and least 
representative group. This indicates that perceived pressure to be perfect from women did not 
directly relate to the body ideals (H2). However, it did correlate with the SATAQ Muscle and 
Thin Ideals, indicating that pressure to be perfect from fellow women was related to in 
greater personal thin and personal muscle-ideal internalisation. Meanwhile, Self-Oriented 
Perfectionism did not correlate with body ideal beliefs for the least representative group, but 
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it was negatively correlated with body ideal beliefs for the most representative group (H3). 
Interestingly, Self-Oriented Perfectionism positively correlated with both the personal muscle 
and personal thin ideal internalisation scales within the SATAQ. This meant that Self-
Oriented Perfectionism was linked with thinner social ideal beliefs from representative 
groups (but not non-representative ones), and greater personal thin ideal internalisation. 
 Average SPP scores across the top three scales was negatively correlated with both 
group thin ideal internalisation measures (representative and non-representative), and was 
positively correlated with both personal muscle and thin ideal internalisation scales. This 
indicated that socially prescribed perfection pressure from a variety of groups was linked 
with social thin ideal internalisation for representative and non-representative groups, and 
personal thin ideal internalisation.  
A mediation test was performed to assess H4’s assertion that average SPP scores 
(MV) would mediate the link between Self-Oriented Perfectionism (IV) and representative 
social thin ideal internalisation (DV). A normality transformation (log10) was applied to Self-
Oriented Perfectionism and average SPP, as a Shapiro-Wilk normality test revealed both 
significantly deviated from normal. The SPSS PROCESS macro was used with 5000 
bootstrap samples (Preacher & Hayes, 2008). The indirect effect is considered significant 
when the 95% confidence interval (CI) does not include zero (Preacher & Hayes, 2008). As 
can be seen in Figure 2, the results showed a significant effect (p<.05) for average Self-
Oriented Perfectionism to Average SPP (IV to DV), Average SPP to representative social 
thin ideal internalisation (MV to DV), and the indirect path between Self-Oriented 
Perfectionism and representative social thin ideal internalisation (IV to DV). A non-
significant effect was found for the direct path between Self-Oriented Perfectionism (IV) and 
representative social thin ideal internalisation (DV; p>.05). The bootstrapped indirect effect 
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(a*b=-0.210 95% CI [-.474, -.034]) was significant, indicating that full mediation occurred. 
The mediator accounted for around a quarter of the total effect, Pm=.264.  
Discussion 
The study aimed to add to the previous literature by clarifying the links between Self-
Oriented Perfectionism, SPP, and thin ideal beliefs. It was found that SPP from a variety of 
representative groups was related to social thin ideal internalisation for both representative 
and non-representative groups. Conversely, Self-Oriented Perfectionism only related to thin 
ideal beliefs from highly representative groups. Our study also suggests that perceived 
pressure to be perfect from fellow women does not consistently relate to thin ideal beliefs, 
even amongst women who feel being a woman is representative. Instead, our research 
indicates that omnipresent pressure from a variety of relevant groups is important in 
determining social thin ideal internalisation.  
The study’s main purpose was to determine which groups are perceived to encourage 
perfectionism, and the diverse effect that these groups’ perfectionism pressure have on 
various types of thin ideal internalisation. Contrary to H1, those who ranked the female 
identity as more representative were not significantly different from those who did not in 
terms of perceived perfectionism pressure from other groups or social thin ideal 
internalisation. This may be because the definition of what it meant to be a perfect woman 
would naturally vary. Research has indicated that feminists who strongly identify as a woman 
have a lower risk of disordered eating, possibly because body positivity may be embedded in 
their definition of perfection (Murnen & Smolak, 2009; Snyder & Hasbrouck, 1996). 
Identifying with a specific form of female perfection may also be important. The belief in a 
“superwoman” ideal (or being perfect in every way) may be the missing moderating link in 
our study (Mensinger et al., 2007). Therefore, our results may be because our sample had a 
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more inconsistent definition of female perfection than was expected (i.e., the definition of 
perfection as a woman is not linked to the thin ideal).  
Contrary to H2, perfectionism pressure from fellow women had no link to thin ideal 
beliefs. This indicates that perfectionism pressure from a representative group of women does 
not directly relate to the thin ideal beliefs of their most representative group, which may 
indicate that inconsistency in this sample’s belief of female perfection may have had an effect 
(Snyder & Hasbrouck, 1996). Instead, our study found that average perfectionism pressure 
from a variety of representative groups (including one’s social identity as a woman) predicted 
thinner ideals of the most representative group. Meanwhile, partial support was found for H3, 
as personal perfectionism pressure related to social thin ideal internalisation for 
representative groups, but not for non-representative groups.  
As per H4, social perfectionism pressure from a variety of groups did fully mediate the 
link between personal perfectionism and social thin ideal internalisation for representative 
groups. As discussed earlier, this indicates that personal perfectionism may direct individuals 
to join groups that are perceived to require greater perfection from their members, and these 
same groups may have been more likely to have thinner ideal beliefs embedded within their 
conceptualisation of perfect. Therefore, this research supports the assertion that personal 
perfectionism leads to social thin ideal internalisation through socially prescribed 
perfectionism perceptions, as these groups may define perfection in a particular manner. 
However, this interpretation must be considered with caution, as mediation models in cross 
sectional studies cannot be properly tested (Maxwell & Cole, 2007). This means it is difficult to 
test whether personal perfectionism leads to social perfectionism, leading to thin ideal beliefs; 
this mediation is, however, theoretically aligned with how social identity approaches suggest 
people navigate social groups (see Chapter Seven).  
PERFECTIONISM, SOCIAL IDENTITY, AND EATING                                                                                  148 
 
Although previous studies have examined different forms of social perfectionism and 
thin ideal beliefs (Smith et al., 2017), our study is the first to use a social psychological 
framework (SIT) to guide a study examining how social perfectionism relates to thin ideal 
beliefs. Our findings suggested that believing that fellow females are more representative of 
oneself has no direct link with social thin ideal internalisation. Instead, the link between 
social perfectionism and social thin ideal beliefs may not be attributable to pressure from 
fellow representative women exclusively, but rather an omnipresent pressure from a variety 
of relevant groups to be thin (including fellow women). While this may appear to support 
previous conceptualisations of SPP as a non-specific factor (Stairs et al., 2012), it is argued 
that our study only further cements the value of group dynamics as a key factor in 
understanding the link between perfectionism types and thin ideal beliefs. This is because 
Self-Oriented Perfectionism did not relate to social thin-ideal internalisation for non-
represenative groups, only social thin-ideal internalisation for represenative groups. Even 
then, this was fully mediated by the average of SPP, meaning that Self-Oriented 
Perfectionism may only relate to social thin-ideal internalisation through group pressure or 
definitions of perfection. Furthermore, average SPP was related to a greater tendency for both 
social and personal thin-ideal internalisation, but greater SPP in any group did not relate to 
any form of social thin-ideal internalisation (although some had greater personal thin ideal 
internalisation). Furthermore, the groups that had the highest SPP did not have 
correspondingly higher social thin-ideal internalisation, indicating that it is better to have a 
scale that measures average SPP across social domains rather than singular or unspecific 
social domains (as the latter may only detect perfectionism pressure from salient groups; 
Mitchelson & Burns, 1999).   
Using the SIT approach may aid in understanding the link between social groups, the 
perfectionism pressure they exert, and thin ideal beliefs. It is fairly well established within 
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social psychology that only when individuals see themselves as a member of a given group, 
do they internalise the standards of that group (Turner, 1991). Therefore, greater 
perfectionism pressure from a given group does not always translate into social thin ideal 
internalisation, as both representativeness of a given group and the definition of perfect in a 
given group change social thin ideal beliefs. As such, greater consideration must be applied 
when interpreting the link between perfectionism scales and thin ideal beliefs. This can be 
accomplished by considering the representativeness of various social groups in SPP and the 
variety in thin ideal beliefs attached to different groups.  
Conclusions and limitations 
Overall, this study further clarifies the value of understanding perfectionism from a 
structured social psychological framework. By using the SIT approach, we identified the 
divergent relationship of SPP with thin ideal beliefs, depending on which group was being 
considered, and how relevant that group was, when considered in a neutral context. This was 
largely based on findings in SIT based studies that indicate social influence is conferred 
through the relevance of groups, and that salience of particular group results in diverse 
behaviours and beliefs (Turner, 1991).  
These findings demonstrate the diverse relationships of specific forms of 
perfectionism have with thin ideal internalisation. Rather than approaching SPP as a 
homogenous trait-based tendency to see perfection pressure from all groups, our study 
suggests that understanding which groups demand pressure, and what being perfect means in 
these groups, should be understood to clarify why perfectionism links to thin ideal 
internalisation. Specifically, our study indicates that different groups exert different amounts 
of perfectionism pressure, but pressure to be perfect from a specific group does not always 
relate to social or personal thin ideal internalisation (even from groups that may be more 
likely to carry thin ideals as a standard; Reel & Gill, 1996) We also identified that Self-
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Oriented Perfectionism related to different thin ideal beliefs than SPP. It appears Self-
Oriented Perfectionism linked with thinner ideal beliefs only from representative groups, 
meaning that having a personal belief that one must be perfect does not relate to a belief that 
a group that represents oneself demands thinness. Future research should seek to understand 
why by employing qualitative methods, in conjunction with quantitative analyses. Finally, 
our study also suggests there may be a distinct difference between social thin ideal 
internalisation and personal thin ideal internalisation. As this was not a direct goal of this 
paper (rather, an a-priori assumption), future research should investigate the difference 
between personal thin ideals and social thin ideals, as they are likely to be different based on 
both theory which distinguishes personal and social identity content (Turner et al., 1992) and 
empirical research (Verstuyf, Patrick, Vansteenkiste, & Teixeira, 2012). 
Despite these contributions to the literature, a few limitations could have affected our 
study. This study was cross-sectional in nature, meaning that we cannot draw casual 
inferences, and we cannot determine the direction of relationships in this context. This is 
especially significant considering the mediation model presented; cross sectional mediations 
may fail to replicate in the predicted directions longitudinally (Maxwell & Cole, 2007; 
Maxwell, Cole, & Mitchell, 2011). Furthermore, our sample was an online sample of female 
dieters, which may not be representative of the general population. Future research should 
seek to examine these relationships in prospective and longitudinal designs using a 
community sample of dieters and non-dieters. Definitions of perfection as part of each 
identity (e.g., workers) were not assessed in this study, and therefore the link between 
perfectionism definitions in each identity and belief in thin ideals was not assessed. Future 
research should endeavour to clarify participants’ beliefs about the definition of perfection in 
each group. We also measured personal and social thin ideal internalisation in different ways 
(one via a scale, another via a body image measure); although personal thin ideal 
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internalisation was not the main focus of this study, it is worthwhile investigating how these 
constructs may differ or relate. Finally, for brevity, our study did not examine perfectionism 
pressure in all the groups, as we selected only the top three groups identified in a limited list 
of five preselected groups. Future research should seek to examine perfectionism pressure for 
all groups (including non-representative ones), measure representativeness continuously, and 
should use groups reported by the participants as valuable (rather than pre-selected).  
PERFECTIONISM, SOCIAL IDENTITY, AND EATING                                                                                  152 
 
 
Figure 2. Model of indirect effect of Average Socially Prescribed Perfectionism. 
Unstandardized regression coefficients shown. N = 381. 
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Tables for Chapter Eight 
Table 2    
Sample sizes, Means (Standard Deviations), and Cronbach’s Alphas 
Variable N Mean (SD) Cronbach’s Alpha 
Self-Oriented Perfectionism 381 5.74(1.04) 0.81 
SPPwomen 249 4.17(1.33) 0.94 
SPPfamily 288 4.44(1.33) 0.91 
SPPfriends 347 3.12(1.23) 0.90 
SPPworkers 247 4.52(1.30) 0.92 
SPPnational 173 6.77(2.15) 0.90 
SPPaverage 381 4.07(1.04) 0.82 
SPP of top ranked group 381 3.98(1.35) 0.90 
SATAQ Muscle Ideal 234 2.96(1.03) 0.89 
SATAQ Thin Ideal 234 4.25(0.69) 0.71 
Body image least representative 381 3.81(1.38) NA 
Body image most representative 381 3.80(1.49) NA 
Family pressure 234 2.85(1.26) 0.90 
Peer pressure 234 2.57(1.12) 0.91 
Media pressure 234 4.30(0.93) 0.93 
Note: SPP=Socially Prescribed Perfectionism. SATAQ= Sociocultural Attitudes 
Towards Appearance Questionnaire 
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Table 3   
Top and bottom ranked groups (N=381)  
Group Frequency of Top 
Ranking (Percentage) 
Frequency of Bottom 
Ranking (Percentage) 
Women 47(12.3%) 39(10.2%) 
Family 132(34.6%) 41(10.7%) 
Friends 155(40.7%) 9(2%) 
Workers 39(10.2%) 32(8.4%) 
National 8(2.1%) 260(68.2%) 
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Table 4     
Paired T-Tests comparing Socially Prescribed Perfectionism (SPP) between 
groups 
 
Comparison N T-Statistic (DF) Cohen’s d  
SPPworkers vs. SPPfamily 163 1.49 (162) 0.12  
SPPfamily vs. SPPwomen 188 3.41** (187) 0.25  
SPPfamily vs. SPPfriends 265 11.83** (264) 0.70  
SPPfriends vs. SPPwomen 223 -6.70** (223) -0.42  
Notes:**p<.01 *p<.05 
Comparisons between SPPNational and other variables were omitted, as the 
overlap (i.e., number of participants who ranked both groups highly on 
representativeness) was too small for useful paired t-tests.  
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Table 5 
 
 
 
 
 
Pearson’s Correlations (n) 
   1  2 3 4 5 6 7  8 9  10  11  12  13  14  15 
1 SPPwomen  —                                            
2 SPPfamily  .759 *** —                                         
  (188)  (288)                            
3 SPPfriends  .517 *** .445 *** —                                      
  (223)  (265)                            
4 SPPworkers  .422 *** .255 **  .498 *** —                                   
  (125)  (163)  (220)                          
5 SPPnational  -.008  .015  .064  .105  —                                
  (133)  (131)  (145)  (98)                        
6 SPPaverage  .775 *** .741 *** .793 *** .769 *** .232 ** —                             
  (249)  (288)  (347)  (247)  (173)                      
7 SPP for top group  .682 *** .601 *** .641 *** .484 *** .090  .743 *** —                          
  (249)  (288)  (347)  (247)  (173)  (381)                    
8 Self-Oriented Perfectionism  .178 **  .201 **  .151 *** .137 *  -.005  .246 *** .185 *** —                       
  (249)  (288)  (347)  (247)  (173)  (381)  (381)                  
9 SATAQ Muscle Ideal   .240 **  -.043  .151 *  .128  .101  .149 *  .156 *  .245 ** —                    
  (129)  (168)  (218)  (161)  (26)  (234)  (234)  (234)                
10 SATAQ Thin Ideal  .195 *  .052  .119  .174  *  .448 *  .183 **  .123  .147 *  .079  —                 
  (129)  (168)  (218)  (161)  (26)  (234)  (234)  (234)  (234)              
11 Body image least rep  -.121  -.059  -.052  -.148   -.011  -.133 **  -.138 **  -.100  -.120  -.065  —              
  (249)  (288)  (347)  (247)  (173)  (381)  (381)  (381)  (381)  (381)            
12 Body image most rep  -.095  -.107  -.085  -.107  .101  -.126 *  -.187 *** -.120*  -.102  -.223 *** .351 *** —           
  (249)  (288)  (347)  (247)  (173)  (381)  (381)  (381)  (381)  (381)  (381)          
13 Family pressure  .188 *  .408 *** .171 *  .080  .284  .267 *** .226 *** .091  -.060  -.015  -.121  -.192 ** —        
  (129)  (168)  (218)  (161)  (26)  (234)  (234)  (234)  (234)  (234)  (234)  (234)        
14 Peer pressure  .117  .136  .275 *** .346 *** .336  .290 *** .223 *** .026  .006  .065  -.149 *  -.130 *  .362 *** —     
  (129)  (168)  (218)  (161)  (26)  (234)  (234)  (234)  (234)  (234)  (234)  (234)  (234)      
15 Media pressure  .233 **  .144  .180 **  .131  .182  .201 **  .222 *** .031  .137 * .164 *  -.176 **  -.111  .299 *** .280 *** —  
  (129)  (168)  (218)  (161)  (26)  (234)  (234)  (234)  (234)  (234)  (234)  (234)  (234)  (234)    
Notes: * p < .05, ** p < .01, *** p < .001  
Unless otherwise indicated, N=381. SPP=Socially Prescribed Perfectionism. SATAQ= Sociocultural Attitudes Towards Appearance Questionnaire 
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CHAPTER NINE: SELF-CONTROL, BODY DISATISFACTION, DIETING 
SUCCESS BELIEFS, AND DIETING INTENT 
Preamble to Chapter Nine 
This chapter examines how self-control, dieting intent, body dissatisfaction, and 
dieting success beliefs are related. This study builds on the findings of Chapter Seven, and 
the arguments made in Chapter Six. It also adds to the findings in Chapter Eight by further 
indicating that body dissatisfaction is relative to the demands of one’s valued groups. 
Specifically, Chapter Seven established that participants stated that a desire to display self-
control to peers was related to their disordered eating tendencies, and Chapter Six stated that 
self-control perceptions may be more important to disordered eating than previously 
considered. In this paper, the link between self-control and dieting intent, while controlling 
for body dissatisfaction, and dieting success beliefs, was examined. There is little research 
that has assessed how the link between self-control and dieting intent could be confounded by 
these body dissatisfaction and dieting success beliefs. As such, this paper could provide 
indications on how to direct anti-disordered eating interventions. In Chapter Eight, it was 
established that specific valued groups appear to dictate thin ideal beliefs; this chapter 
expands on this finding by investigating how comparing one’s own body shape against 
different ideals may relate to body dissatisfaction.  
There are findings that were not added to this publication due to being only 
marginally significant. It was found that participants who believed that a representative group 
required self-control had higher dieting success perceptions than those who did not believe 
that their representative groups had a self-control norm, but only marginally (t(109)=1.696, 
p= .09, Cohen’s d=.32). This is important as self-control can be affected by social group 
membership (Greenaway et al., 2015), and may be important in understanding how group 
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membership affects disordered eating attitudes. This finding inspired Chapter Ten, and will 
be discussed in the preamble. This paper will be submitted to Psychology and Health. 
Bouguettaya, A., Moulding, R., King, R., Bliuc, A. & Doley, J. (to be submitted). The 
associations between personal self-control, dieting intent, body dissatisfaction, 
and dieting success perceptions. Psychology and Health. 
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Abstract 
Dietary restraint is associated with a number of health risks, especially in young women. 
Research has shown that dispositional self-control negatively predicts dieting behaviour. 
However, it is possible that empirical findings regarding this relationship have been 
confounded by a number of related variables, such as dieting success, body dissatisfaction, 
and body weight. This study, therefore, aimed to clarify the relationship between self-control 
and dieting intent by controlling for these pertinent variables. We also investigated how 
individuals’ self-control might relate to expectations of dieting success. An online sample of 
female dieters from the USA and the UK (N = 381, Mage = 26.00 years, SD = 5.20) completed 
self-report measures of these constructs. Self-control negatively correlated with dieting intent, 
but did not correlate with dieting success perceptions. Dieting intent positively correlated 
with dieting success perceptions. Even when controlling for all forms of body dissatisfaction, 
dieting success, and body weight, self-control related to dieting intentions. These findings 
provide further evidence that self-control is a key variable that predicts dieting intent, 
regardless of body dissatisfaction and dieting success beliefs. 
Key words: Self-control, Dietary restriction, Body dissatisfaction,  
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Introduction 
People in western societies are becoming less healthy, due in part to unhealthy food 
consumption, leading to a number of lifestyle diseases (WHO, 2018). This has been attributed 
to the nature of food present in Western societies, where consumption of unhealthy, high 
calorie foods is considered normal and desirable (Lake & Townshend, 2006). However, 
women in these societies are also presented with a conundrum: thinness is also considered 
desirable (Slade, 1994), especially in young women (Cash, Morrow, Hrabosky, & Perry, 
2004). As a result, the majority of women in western societies are dissatisfied with their 
bodies, as their adherence to social norms on food choices also results in their being further 
away from the subjective ideal body size (Fiske, Fallon, Blissmer, & Redding, 2014). To 
compensate for this discrepancy, Western society has emphasised the value of compensatory 
mechanisms, including diets designed to restrict caloric consumption (Damiano, Paxton, 
Wertheim, McLean, & Gregg, 2015). As would be predicted by such a pattern, studies have 
shown that bodily dissatisfaction correlates with dieting intent, being a solution to reduce 
one’s body weight, especially in young women (Ackard, Croll, & Kearney-Cooke, 2002). 
Together, this mix of unhealthy eating behaviour and dietary restriction contribute greatly to 
the global health burden (WHO, 2018).  
Dieting as a strategy for weight control is largely inadvisable, because most attempts 
to lose weight through dietary restriction fail (Mann et al., 2007). In fact, dieters appear to be 
more likely to binge eat than are non-dieters (due to hunger; Polivy & Herman, 1985). This is 
potentially why multiple dieting attempts may lead to more negative health outcomes, 
including eating disorders (Heatherton & Polivy, 1992; Stice, 2002). This high likelihood of 
dieting failure is mainly due to the fact that successful dieting requires an immense amount of 
self-control (Keller & Hartmann, 2016). By contrast, most dieters display low levels of self-
control (Keller & Siegrist, 2014), as dieting appears to be a practice designed to compensate 
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for past self-control failures. Most dieters are aware of the low probability of long term 
dieting success, and can accurately assess their chances of losing weight because they are 
aware of their previous deficits in self-regulation (Meule, Papies, & Kübler, 2012). Despite 
the knowledge that they are unlikely to achieve their ideal weight, the extent to which they 
are unsatisfied with their bodies may prompt them to diet regardless. This suggests that 
dieting intent is affected by the variables of perceived dieting success, actual self-control, and 
body dissatisfaction. As dieting is associated with a number of health risks, especially in 
young women (Heatherton & Polivy, 1992), it is crucial to understand the factors underlying 
dieting intent in order to assess who is most at risk.  
The decision to diet may be inspired by both body dissatisfaction and dieting success 
perceptions. Body dissatisfaction may lead to an individual choosing to diet in order to 
achieve some form of social ideal (Nguyen & Polivy, 2014), while dieting success 
perceptions (i.e., the extent to which a person believes they will be successful at attaining the 
same ideal) may also lead to an individual choosing to diet (Williamson, Gleaves, Watkins, & 
Schlundt, 1993). These factors, however, may confound the relationship between dieting 
intent and self-control; dieting success perceptions are informed by one’s past ability to use 
their self-control to achieve their dieting goal (Meule, Papies, et al., 2012). Because greater 
self-control has led to greater success at past dieting, those with high self-control are aware 
they will succeed if they try, but they have no need to diet because they likely have already 
achieved their ideal weight (Hofmann, Rauch, & Gawronski, 2007). Furthermore, the link 
between dieting intent and self-control can be similarly confounded by body dissatisfaction. 
Greater body dissatisfaction represents greater distance away from a social ideal (Williamson, 
Gleaves, Watkins, & Schlundt, 1993). Although individuals may have low self-control and be 
dissatisfied with their bodies, their dieting success perceptions may be low due to past 
failures, and they may not attempt to diet as a result. 
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To our knowledge, no study has attempted to control for these factors when seeking to 
understand the link between self-control and dieting intent. The aim of the present study was 
to address this research gap in a cross-sectional sample of female dieters to understand 
unhealthy dieting behaviour, and therefore inform interventions designed to reduce unhealthy 
dietary restrictions. First, we examined the link between self-control and dieting intent 
through two well validated measures of these constructs. Second, we examined whether 
controlling for body dissatisfaction, perceived body figure, and dieting success perceptions 
would change the relationship between self-control and dieting intent, as these may act as a 
confound. 
Dieting Intent and Self-Control 
The link between dieting intent and self-control has been extensively explored in 
recent years (De Ridder & Gillebaart, 2017). Dieting can be defined as a purposeful change 
in caloric or food intake due to demands to achieve or maintain a given weight (Stroebe, 
Mensink, Aarts, Schut, & Kruglanski, 2008). This means dieters must exert their self-control, 
which is the ability to inhibit impulses and to promote positive behaviours instead (De 
Ridder, Lensvelt-Mulders, Finkenauer, Stok, & Baumeister, 2012). Because people live in an 
obesogenic environment with unhealthy eating norms (Lake & Townshend, 2006) and strong 
dieting norms (Neumark-Sztainer, Wall, Larson, Eisenberg, & Loth, 2011), it would be 
expected that self-control would positively correlate with dieting intent. This is because those 
with high self-control (who are better at dieting) would be more likely to diet to control their 
weight in an obesogenic society. In fact, the reverse appears to be true (Keller & Siegrist, 
2014), possibly because those high in self-control use more gainful methods to lose weight 
instead (De Ridder & Gillebaart, 2017).    
This negative correlation between self-control and dieting intent may be due to how 
different facets of self-control relate to dieting behaviour. Research has indicated that the link 
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between self-control and healthy eating behaviour is more strongly related to the ability to 
inhibit negative behaviours, rather than to promote positive behaviours (Tangney, 
Baumeister, & Boone, 2004). The negative correlation between self-control and dieting intent 
is likely because those with high self-control are resilient to temptation (e.g., eating a sugary 
treat). Consistent with this notion, one study which presented participants (N=119) with both 
unhealthy and healthy food, found that unhealthy food choices are more common under 
manipulated low self-control conditions than high self-control conditions (Salmon, Fennis, de 
Ridder, Adriaanse, & De Vet, 2014). However, low self-control conditions can actually 
promote healthy behaviour; in the same study, when social cues were presented indicating 
toward healthy food, low self-control conditions resulted in healthier food choices than did 
high self-control conditions (Salmon et al., 2014). While the original explanation of the study 
implied low self-control leads to selecting a “mindless” choice of healthy food as an impulse 
pick based on social cues (Salmon et al., 2014), those with high self-control actually tend to 
consume as much indulgent food as those with low self-control (Haynes, Kemps, & Moffitt, 
2016; Haynes, Kemps, Moffitt, & Mohr, 2014), and another study showed that when a menu 
has both healthy and unhealthy items, those high in self-control are more likely to pick the 
indulgent option (Wilcox, Vallen, Block, & Fitzsimons, 2009). If dieting is an attempt to 
compensate for self-control failures in the face of temptation, but those under high in self-
control still succumb to temptations as much as those with low self-control, the link between 
self-control and dieting requires further exploration. It is possible that other factors, including 
dieting success perceptions and body dissatisfaction, can better explain the link between self-
control and dieting intent.  
Self-Control and dieting success against a goal 
The link between self-control and dieting success may be confounded by dieting 
success perceptions, as self-control positively correlates with dieting success perceptions 
PERFECTIONISM, SOCIAL IDENTITY, AND EATING                                                     164 
(Nguyen & Polivy, 2014), it is difficult to distinguish which of self-control and dieting 
success perceptions are determining dieting intent. Research has also shown that non-dieters 
tend to have higher self-control than dieters, and they tend to be more likely to be successful 
in achieving their target weight (Nguyen & Polivy, 2014). 
 It may be that the link between self-control and dieting intention may be partially 
explained by a lack of need to diet because individuals are satisfied with their body image. 
Therefore those high in self-control may have low dieting intentions because they are already 
close to their ideal weight (Keller & Siegrist, 2014), and not because they take on beneficial 
habits to achieve their goals. Alternatively, it may be that thinner individuals (or more 
successful dieters) have greater self-control for food due to natural biological variation; they 
simply do not experience the same amount of temptation due to experiencing less hunger or 
not experiencing food rewards in the same way (Baldwin, Finley, Garrison, Crowell, & 
Schmeichel, 2018; Meule, Lutz, Vögele, & Kübler, 2012; Ouwehand & Ridder, 2008). In 
either case, the link between self-control and dieting intent might be better described by the 
link between weight and dieting intent, as lower weight confers self-control to an individual.  
To date, it is unclear whether the link between self-control and dieting intent may be 
better explained by the factors of body dissatisfaction or body weight. As dieting success 
perceptions are related to body dissatisfaction and body weight (Meule, Papies, et al., 2012), 
we propose that the link between self-control and dieting intent may be confounded by body 
dissatisfaction, body weight, and dieting success perceptions. Each of these confounding 
variables may account for dieting intent separately from self-control, especially as the 
predictive validity of self-control as a trait-based variable has become the subject of intense 
debate (Lurquin & Miyake, 2017). 
Rationale for the current study 
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 The goal of the present cross-sectional study was to examine the associations between 
dispositional self-control, dieting intent, body dissatisfaction, and dieting success perceptions 
in young female dieters. To examine these relationships, we presented self-control scales, 
body figure ratings, ideal body figure ratings, percentage success at achieving the ideal body 
image, and the dieting intentions scale to our participants. We chose a sample of dieting 
young women, as research has indicated that this demographic has a tendency to consistently 
diet for weight loss (unlike young men, who may diet for muscle gain; McCabe & 
Ricciardelli, 2003).  
First, it was examined whether or not dieting intent would relate to dieting success 
perceptions, defined as the ability to achieve a body figure that participants believed to be 
ideal within their valued social groups. It was hypothesised that dieting success perceptions 
would positively correlate with dieting intent and self-control. Second, we examined the links 
between self-control, body weight, body dissatisfaction, and perceived dieting success. It was 
hypothesised that self-control would negatively correlate with dieting intent, body figure, and 
body dissatisfaction (i.e., as self-control increases, body dissatisfaction would decrease). 
Finally, we sought to understand whether the link between self-control and dieting intent 
could be confounded by body figure, dieting success, and body dissatisfaction. To our 
knowledge, no research has examined these relationships. In the absence of previous research 
assessing these relationships, we hypothesized that even when controlling for body 
dissatisfaction and dieting success, self-control would still negatively correlate with dieting 
intent. 
 
Materials and methods: 
Participants and design 
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A total of 381 English speaking women from a sample in the UK (n = 154) and in the 
US (n = 227) agreed to participate in this study online. Participants had to have previously 
dieted any point in time in order to be eligible to take this study. The age of participants 
ranged from 18 to 44 (M =26 years, SD = 5.20). Participants were recruited through Prolific, 
an online recruiting platform from Oxford University (n=147) as part of a larger survey (same 
sample as Chapter Eight), or via Reddit as measured via a shorter survey (n=234). The 
Prolific platform only displayed the study to potential participants who met the criteria of 
being a female dieter from either the UK or the USA. Participants from Prolific were 
compensated GBP £2.50 for their time, while those from Reddit did not receive any 
compensation1. This research was approved by the host university’s ethics committee.  
Materials  
Self-Control Scale (Tangney, Baumeister, Roy & Boone, 2004): Self-control was 
assessed via the Self-Control Scale, where participants indicated how applicable each of the 
30 statements were to them on 5-point Likert scale from 1 = “not at all” to 5 = “very much”. 
An example item is “I keep everything neat.” This scale has shown good internal consistency 
(α=.83; Tangney et al., 2004). This particular scale was chosen due to its focus on past and 
present behaviours, rather than the other scales examining the feeling of self-control, as used 
in other studies on self-control and dieting (Greenaway et al., 2015).  
Representativeness measure: Participants were asked to rank the representativeness of 
five groups: friends, co-workers/fellow students, family, fellow women, and people from the 
same nationality. The top ranked group for representativeness was used in the rest of the 
study as the “provider” of the body figure ideal. This ranking method was used to provide 
consistency when considering body dissatisfaction targets, as women tend to report different 
body image ideals for themselves when different, less representative groups are made salient 
(Guan, Lee, & Cole, 2012).  
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Contour Drawing Rating Scale (CDRS; Thompson & Gray, 1995): The CDRS was 
used to measure body figures and associated dissatisfaction. This consisted of a body image 
measure with line drawings of nine female figures, which consistently increased in body size. 
This self-report method of body image was chosen over Body Mass Index (BMI) measures as 
the current body image ideal is now associated with muscularity and fitness, rather than 
thinness (Boepple, Ata, Rum, & Thompson, 2016). This means that BMI measures may now 
be unreliable as a measure as women may desire more mass, but a slimmer figure. In typical 
body image-related research, respondents are asked to select the figures that represent their 
current and their ideal size with the discrepancy between them reflecting their degree of body 
image dissatisfaction (Williamson et al., 1993). However, in the current study, participants 
were asked to select the ideal body figure from the group they ranked highest in 
representativeness, the body image that most represented self-control, and the body image 
that represented the perfect standard. Next, they were asked which body figure most closely 
represented themselves and the likelihood they would attain the body figure desired by their 
top-ranked social group (for representativeness) through dieting in the next few years.  
Three measures of body dissatisfaction were created. Specifically, the value (1-9) for 
the body figures given for the three standards they nominated (the ideal body figure from 
their ranked group for representativeness, the self-control standard, and their own perfect 
standard) was subtracted from the body figure that participants selected as reflecting their 
current figure. This method of calculation was consistent with previous research on body 
dissatisfaction in a US sample, with the group-ideal comparison being analogous to the 
original research (Frederick, Forbes, & Anna, 2008). These forms of body dissatisfaction will 
be referred to as Group-Ideal Discrepancy, Self-Control-Ideal Discrepancy, and Perfect-Ideal 
Discrepancy respectively, with a positive value indicating a desire to be thinner. Because all 
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three discrepancies may each reflect different types of dissatisfaction (each driving different 
kinds of dietary behaviours), we used all three measures.  
Dieting success: A percentage scale was used to ask participants of their dieting 
success likelihood (0%-100%). This question asked about the likelihood that participants 
would attain the body figure desired by their top-ranked social group (for representativeness) 
through dieting in the next few years. 
Dieting intent (DIS; Cruwys, Platow, Rieger & Byrne, 2013): The DIS was used to 
assess dieting intent. This scale first presented two statements about intentions to diet (e.g. 
“In the next three months, I intend to go on a diet”), and asked about agreement on a 7-point 
Likert scale from 1 = “strongly disagree”, and 7 = “strongly agree”. Participants were also 
asked what this hypothetical diet would be like as assessed against five positive attributes 
(beneficial, pleasant, useful, wise, and good) and their corresponding negatives (harmful, 
unpleasant, useless, foolish, and bad). This was on a 7-point Likert scale, with 1 being 
anchored by the negative attributes, and 7 being anchored by the positive attributes. This 
scale has shown high internal consistency (α =.91) and good test-retest reliability (α=.78) in a 
similar sample of female dieters (Cruwys et al., 2013). 
Procedure 
The study took the form of an online questionnaire. Participants were presented with 
demographic questions (i.e., age, gender, and location), body dissatisfaction measures, the 
dieting success measure, the self-control measure, and the dieting intentions scale (in that 
order).  
Results 
Descriptive statistics and T-tests 
Descriptive statistics for dieting intent, dieting success, and personal self-control are 
reported in Table 6. Dieting intention in the sample was high with only 55 participants 
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indicating that they had little to no intention to diet (score less than 4, the midpoint on that 
scale). The average amount of personal self-control was less skewed, with no major outliers 
detected. Reliability was acceptable for all scales (Cronbach’s α>.80). The average scores of 
the scales were used for all analyses for interpretability. 
Body dissatisfaction was high in this sample when considering all three standards, 
with the highest being Self-Control-Ideal Discrepancy, then Social-Ideal Discrepancy, and 
then Perfect-Ideal Discrepancy. T-tests revealed that these mean values were significantly 
different from each other (Table 7), and these measures strongly and significantly correlated 
with each other, as can be seen in Table 8. Therefore, we chose to use all three measures to 
assess body dissatisfaction in our sample in further testing. 370 participants (97%) indicated 
that they had a larger body figure than at least two of the standards (discrepancy value under 
0).  
No significant differences were detected between participants from different countries 
on the main measures used in this study (p>.05). However, the Reddit sample was 
significantly different from the Prolific sample. The Reddit sample (Mage=24.59, SD=4.96) 
was significantly younger than the Prolific sample (Mage=28.27, SD=4.78, t(379)=-7.175, 
p<.01). The Reddit sample also had lower self-control (Mcontrol=2.845, SD=.47) than the 
Prolific sample (Mcontrol=3.044, SD=.447, t(379)=-4.088, p<.01). 
Correlations & Multiple Regression: Self-control, dieting intentions, dieting 
success, and body dissatisfaction 
Correlations between all variables are shown in Table 8. As per our hypotheses, 
dieting success positively but weakly correlated with dieting intent (r=.203, p<.01). Self-
control also weakly negatively correlated with dieting intent (r=-.143, p<.01) and social body 
dissatisfaction (r=-.128, p=.013). Body figure did not correlate with dieting success 
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perceptions, although this was marginally significant (r=-.100, p=.052). Dieting success did 
not correlate with self-control (r=.010, p=.850). Because preliminary analyses revealed that 
the Reddit sample had significantly lower self-control than the Prolific sample, we examined 
whether the link between dieting success and self-control was different between the samples. 
Further analyses revealed that dieting success did correlate with self-control in the Prolific 
sample (r=.308, p<.01), while in the Reddit sample, dieting success did not correlate with 
self-control (r=.091, p=.167). Age also appeared relate to higher body figure ratings and 
greater self-control, and therefore was included as a covariate in future analyses.  
Correlations between self-control, dieting intent, and dieting success were performed 
after controlling for reported, social body dissatisfaction, and age (partial correlation). As can 
be seen in Table 9, the correlations remained stable; self-control negatively predicted dieting 
intent, but did not correlate with predicted dieting success. A hierarchical linear regression 
analysis was performed to test the unique contributions of these factors against dieting intent. 
Because Social-Ideal was theoretically the most important variable in predicting dieting 
intent, all other forms of body dissatisfaction were dropped. At stage 1, the proposed 
confounders were put into the model (age, Social-Ideal, and dieting success perceptions). At 
stage 2, self-control was added into the model. The hierarchical multiple regression revealed 
at stage 1, the proposed confounds together contributed significantly to unique variance in 
dieting intent, F (3, 377) = 21.435, p<.001, with an R2 of .146. Adding self-control explained 
an additional 1.3% of the variance, and this was significant, F (1, 376) = 5.824, p=.016. The 
model at stage 2including self-control, the social body dissatisfaction measure, dieting 
success beliefs, and age was significant, F (4, 376) = 17.738, p<.001, with an R2 of .159. The 
results can be seen in Table 10. Self-control was negatively linked with dieting intent, 
independent of all other variables (β= -.116, SE=.128, p=.016), therefore indicating the link 
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between self-control and dieting intent is independent of body dissatisfaction, dieting success 
beliefs, and age.  
Discussion 
This study investigated the association between trait self-control and dieting intent in 
young women, and how perceived dieting success, perceived body figure, and dissatisfaction 
with that body figure may confound the relationship. Consistent with our hypotheses, we 
found that dieting intent was positively correlated with dieting success perceptions. We also 
found that self-control negatively correlated with dieting intent, and body dissatisfaction. 
Self-control also negatively correlated with body figure ratings. Contrary to our hypotheses, 
however, the link between self-control and dieting success perceptions was not significant, as 
was the link between dieting success and body figure ratings. The data also indicated even 
after controlling for the theoretically pertinent variables of body dissatisfaction and dieting 
success perceptions, the relationship between self-control and dieting intent remained 
significant. 
While a number of studies have examined the difference between successful and 
unsuccessful dieters by examining self-control (Crescioni et al., 2011; Keller & Hartmann, 
2016; Keller & Siegrist, 2014), fewer studies have examined perceived dieting success in 
predicting dieting intent (Houben, Nederkoorn, & Jansen, 2012; Meule, Papies, et al., 2012), 
and none to our knowledge have examined these factors simultaneously. Our data indicated 
that only self-control relates to dieting intent. Furthermore, our research showed that the 
relationship between dieting intent and self-control was robust, even when controlling for 
body dissatisfaction. Those with higher self-control tended to be more satisfied with their 
body image, but self-control had a separate, unique relationship with dieting intent regardless 
of body dissatisfaction and dieting success perceptions. Our research adds to previous 
findings that self-control has a negative relationship with dieting intent (Keller & Siegrist, 
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2014). It can be speculated that the failure to exert self-control causes individuals to engage 
in the compensatory behaviour of dieting. This relationship is robust, regardless of whether or 
not the individual has greater physiological (higher weight) or psychological barriers (body 
dissatisfaction or poorer dieting success beliefs) to dieting.  
The lack of a link between self-control and dieting success perceptions was contrary 
to the hypotheses, and merits further examination. Previous research has indicated that 
dieting success beliefs do predict dieting intent (Nguyen & Polivy, 2014), and this study 
hypothesised accordingly. In our entire sample, there was no link, but in the Prolific sample, 
there was a significant positive link, indicating sample heterogeneity may have affected the 
results. As mentioned previously, this Prolific sample had higher self-control and was older 
than the Reddit sample. It may be that self-control predicts dieting success only for older 
individuals, as they ostensibly have had more experience with dieting to gauge their dieting 
success (Meule, Papies, et al., 2012). The self-control scale is also directed mostly toward 
present and past self-control behaviours (Tangney et al., 2004), and with more experience, 
older individuals may also be more accurate. This hypothesis, is however, post-hoc, and 
therefore, has not been investigated in this study. Further research should address this 
relationship by examining how self-control relates to dieting success as a function of age and 
past dieting experiences. 
This study has a number of other limitations. A number of studies have shown that 
women with disordered eating may also have distorted body image (Øverås, 2011), and thus 
some participants in this study may have overestimated their body figure. As an alternative to 
the use of BMI or figure ratings, it is suggested that future studies examine body fat 
percentage through recruiting people in person. Second, while this sample is a dieting sample, 
this study did not ask how many times participants had dieted and in what way. It may be that 
individuals with high self-control do not diet through caloric restriction, but rather by 
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changing their diet content, and but dieting intentions scale is not unable to capture this type 
of regulatory behaviour. Previous studies have found that most women (in both countries we 
sampled) have dieted at some point (Jeffery, Adlis, & Forster, 1991; Wardle & Johnson, 
2002), but the number of times someone has dieted, the method in which they diet, and the 
outcomes of such a diet may affect the relationship between self-control and dieting intent. 
Our sample is also cross-sectional, and therefore we could not assess how dieting intent, 
dieting success, and self-control interact in the long-term. Third, most our sample expressed 
dieting intent, meaning we did not capture non-dieters per-se, just the lower likelihood of 
dieting. Fourth, this study did not capture compensatory behaviour or beliefs (e.g., exercise), 
which may be particularly relevant to those with higher levels of self-control (i.e., they have 
no need to diet because of high exercise). It is likely that those with high self-control rely on 
routines that either compensate for the obesogenic environment, or they modify their habits 
so they are not regularly exposed to unhealthy foods (De Ridder & Gillebaart, 2017).   
Conclusion 
The association between self-control and dietary restriction has been of high interest 
as of late (Dobel & Munakata, 2018; Keller & Hartmann, 2016; Keller & Siegrist, 2014; 
Watts, Duncan, & Quan, 2018) This study contributes to the literature through showing that 
this link is not confounded by body dissatisfaction and dieting success beliefs, which are both 
affected by social norms (Dobel & Munakata, 2018; Greenaway et al., 2015; Watts et al., 
2018). Now that present work has identified that self-control appears to have a robust, 
negative relationship with dieting intent in those who have previously dieted, future research 
should address whether these relationships are as robust in non-dieting individuals, and how 
other health behaviours may affect this relationship. 
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Notes: 
1 The majority of responses to the survey on Reddit™ came from a subreddit called 
r/SampleSize (a subreddit where dedicated survey takers perform surveys for scientific 
advancement). However, the survey was cross posted to a number of other subreddits, 
including fitness, disordered eating, and dieting subreddits.
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Tables for Chapter Nine 
 
Table 6  
Descriptive Statistics (N=381) 
 M SD 
Success likelihood (%) 62.18 27.07 
Personal self-control 2.92 0.47 
Dieting intent 5.26 1.27 
Social-Ideal 2.00 2.14 
Control-Ideal 3.15 2.15 
Perfect-ideal 2.33 1.88 
Body figure 5.81 2.00 
 
Table 7 
 
Note: **:p<.001 
 
 
 
 
 
 
Paired Samples Test between discrepancy values  
       t  df 
 
      
Cohen’s d 
Pair 1 Social-Ideal  -  Control-Ideal -12.10** 380 0.62 
Pair 2 Control-Ideal  -  Perfect-Ideal 12.03** 380 0.60 
Pair 3 Social-Ideal  -  Perfect-Ideal 3.78** 380 0.26 
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Table 8  
Correlations (and p values) between discrepancies, dieting success, and dieting intent (N=381) 
 Social-Ideal Control-     Ideal Perfect-ideal 
Success 
likelihood 
Dieting 
intent 
 
Personal 
self-control 
 
Body 
figure 
Social-Ideal _       
Control-Ideal .626 (.000)  _      
Perfect-ideal .645 (.000) .791 (.000) -     
Success 
likelihood 
-.086 (.095) -.080 (.117) .014 (.781)  _    
Dieting 
intent 
.293 (.000) .343 (.000) .347 (.000) .203 
(.000) 
_   
Personal 
self-control 
 
-.128 (.013) -.202 (.000) -.214 (.000) .010 
(.850) 
-.143 
(.005) 
_  
Body figure  .775 (.000) .719 (.000) .691 (.000) -.100 (.052) .338 (.000)  -.148 
(.004) 
_      
Age -.058 (.260) .047 (.365) -.098 (.055) -.063 (.222) .089 (.082) .121 (.018) .167 (.001) 
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Table 9 
Partial Correlations (and p-values) after controlling for variables (df=377) 
Correlations 
Control variables  Self-control 
Dieting 
Success 
Dieting 
intent 
Age, Social-Ideal Self- control -   Dieting Success .013(.793) -  
Dieting intent -.123(.017) .245(000) - 
 
 
 
 
Table 10 
Summary of multiple regression for predicting dieting intent (N=381) 
Variable B SE B β (p value) 
Stage 1    
    Age .021 .012 .086 (.072) 
    Dieting Success .011 .002 .235 (.000) 
    Social-Ideal .183 .028 .308 (.000) 
Stage 2    
    Age .025 .012 .101 (.035) 
    Dieting Success .011 .002 .233 (.000) 
    Social-Ideal .173 .028 .293 (.003) 
    Self-Control -.312 .129 -.116 (.016) 
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CHAPTER TEN: NEGATIVE URGENCY MEDIATES THE LINK 
BETWEEN SOCIAL PERFECTIONISM AND DISORDERED EATING 
Preamble to Chapter Ten 
This chapter primarily examines how perceptions of group pressure relate 
to disordered eating. Chapter Seven suggested that pressure to be perfect by 
displaying self-control resulted in disordered eating, and Chapter Nine also 
suggested that self-control negatively correlated with disordered eating 
behaviour. Chapter Eight also suggested that valuing group membership mattered 
in determining how perfectionism related to disordered eating behaviour. This 
chapter examines how perfection pressure from fellow women, and how much 
individuals cared about their identity as women, relate to disordered eating. 
Following from previous chapters, this paper also tested how much negative 
urgency (or a form of self-control failure) related to disordered eating. There is no 
research examining the relative impacts of perfectionism, identification strength 
as a woman, and negative urgency in determining disordered eating behaviour. 
By assessing all these variables in a multiple regression model, this paper 
provides a plausible model of showing how perfectionism relates to disordered 
eating through other factors, and provides a plausible model for explaining why 
greater identification with specific female groups may increase disordered eating 
behaviour. This paper has published in Scandinavian Journal of Psychology.  
Bouguettaya, A.., Moulding, R., King, R., & Harrold, G. (in press). The 
relationships between socially prescribed perfectionism, in-group 
affiliation, trait negative urgency, and disordered eating in women. 
Scandinavian Journal of Psychology. 
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Abstract 
Socially Prescribed Perfectionism (SPP) is often considered as a key risk 
factor for disordered eating (DE). However, current conceptualizations of SPP 
largely assume that this perfectionism pressure is non-specific (i.e., a global 
pressure), despite research indicating that for females experiencing DE, female- 
dominated centric groups impose this pressure (as a perceived norm). 
Furthermore, this relationship may be mediated by a negative reaction to this 
pressure, in the form of impulsivity (or negative urgency). To date, no research 
has investigated whether the relationship between SPP and DE is mediated by 
negative urgency, nor has there been research clarifying how in-group 
identification relates to DE, independent of SPP and negative urgency. To address 
these gaps, we assessed these variables in 147 female dieters (Mage=25.12 years, 
SD=3.08) using a cross-sectional design. Consistent with our hypotheses, 
negative urgency fully mediated the link between female-based SPP and 
disordered eating, while female-based in-group affect (identification) was 
predictive of disordered eating (although the latter relationship was not sustained 
in a multiple regression model). These findings suggest that the SPP from other 
women may relate to DE through increasing negative urgency, and that the link 
between in-group (female) affect and DE may be better explained by SPP’s link 
to DE. 
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Introduction 
Socially Prescribed Perfectionism (SPP) is a belief that other people 
require one to be perfect, especially others from valued groups (Bardone-Cone, 
2007). Previous research has consistently shown that the belief that other people 
require perfection is a key psychosocial risk factor for unhealthy disordered 
eating (DE) behaviours in young women (Soares, Macedo, et al., 2009; Stoeber, 
Madigan, Damian, Esposito, & Lombardo, 2017). The link between SPP and DE 
may exist because, in the eyes of young women, their peers and social groups 
judge them through the prism of body shape, and, as such, that they should diet to 
achieve the thin ideal (Britton, Martz, Bazzini, Curtin, & Leashomb, 2006). One 
study has indicated that the link between certain types of perfectionism and DE is 
fully mediated by the experience of stress (Wang & Li, 2017). These studies 
however, fail to account for a major confound: the reaction to stress or low moods 
varies considerably (Kelly, Cotter, & Mazzeo, 2014; Wadsworth, 2015). 
Theoretically, only negative reactions to stress will result in disordered eating 
(Anderson, Simmons, Martens, Ferrier, & Sheehy, 2006). Instead, it may be that a 
tendency to lose control when distressed (i.e., negative urgency; Kelly et al., 
2014) mediates the link between perfectionism and DE. Furthermore, different 
social groups would have different definitions of perfect; only when an individual 
identifies with a group that demands bodily perfection would they restrict their 
diet to match (Boone et al., 2011; Welch, Miller, Ghaderi, & Vaillancourt, 2009). 
The relationships between SPP, group identification, and the potential mediatory 
role of negative urgency in DE remain underexplored.   
Perfection Definitions, Social Identification, and DE 
While SPP has been shown to increase the risk for DE development 
(Soares, Maia, et al., 2009), scales of SPP measure either generalized social 
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pressure from a range of valued groups, such as family or friends (Frost, Marten, 
Lahart, & Rosenblate, 1990; Hewitt, Flett, Turnbull-Donovan, & Mikail, 1991), 
or simply refer to the pressure coming from unidentified “others” (Stairs et al., 
2012). This lack of specification may diminish the link between SPP and DE. 
Who the test-taker considers to be the “other” would depend partly on the current 
saliency of other groups; for example, after spending time with their highly 
critical family, one survey taker may consider the pressure to be very high but 
conversely after spending time with accepting friends, their SPP scores may be 
considerably lower, due to frame of reference effects. Indeed, one study has 
observed that when women were asked to consider themselves at work, they 
reported feeling higher levels of SPP than when asked to consider themselves at 
home (Mitchelson & Burns, 1998). Even amongst perfectionists, most are only 
perfectionistic in a select set of domains, rather across all domains (Stoeber & 
Stoeber, 2009), further indicating that SPP may not be a broad trait, but much 
more specific than traditionally considered. 
Different groups possess different norms for “perfect”, especially in 
disordered eating groups (Chapter Seven). In a family environment, being 
“perfect” may mean performing well academically (Bould et al., 2016), but in an 
environment such as being a dancer or cheerleader, this may mean losing weight 
to achieve a “perfect” body shape (Reel & Gill, 1996). Thus, the saliency of 
social groups can change not only the amount of pressure, but also the goal of the 
pressure (Mitchelson & Burns, 1998). This variability in social groups may mean 
higher SPP scores may not relate to DE because different groups define distinctly 
unique “perfect” goals. Framing SPP questions in a work context may have no 
relationship to DE, because perfectionistic pressure from co-workers does not 
obviously relate to a norm of bodily perfection (Mitchelson & Burns, 1998).  
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In terms of disordered eating, perceived perfectionistic pressure from 
fellow women may be critical in terms of how SPP relates to disordered eating. 
Generally, sociocultural pressure in Western society for physical perfectionism is 
omnipresent for women (Hesse-Biber, Leavy, Quinn, & Zoino, 2006) but not as 
much for men (Esnaola, Rodríguez, & Goñi, 2010). Therefore, how much a 
woman affiliates with the female identity may be predictive of DE, due to 
perceived societal pressure for women to be perfect physically (Esnaola et al., 
2010) and to generally expects them to achieve this by dieting (Kim & Lennon, 
2006). In one qualitative study, women with eating disorders (or clinically 
significant forms of DE) stated that they attempted to adhere to an ideal of being 
a “perfect woman”, and the consequences of this drive toward this “perfect” ideal 
are DE behaviours and attitudes (Chapter Seven). Women with more severe 
eating disorders (i.e., Anorexia Nervosa) affiliate with female gender roles more 
strongly than do those with less severe eating disorders (Behar et al., 2003; 
Steiger, Fraenkel, & Leichner, 1989); consistent with research that strongly 
affiliating with a specific, perfect female gender role (being a “superwoman” who 
fits all facets of the female ideal, including body image) appears to be a risk 
factor for developing DE (Mensinger et al., 2007).  
While identifying with a perfectionistic identity appears to increase the 
likelihood of DE, not all women strongly identify with female gender roles or 
norms, nor do all perceive the female identity to be linked to a norm of requiring 
perfection. Even amongst women who do possess these characteristics, few will 
show DE behaviours (Snyder & Hasbrouck, 1996). As such, it may be that 
strongly identifying with an identity that requires a specific norm of perfection; 
that is, where the perceived norm demands thinness; may be a critical step in 
developing DE. In support of this, although greater identification as a feminist is 
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negatively correlated with body dissatisfaction and disordered eating (Snyder & 
Hasbrouck, 1996), the link between these is partially explained by feminist 
rejection of thinness norms (Hurt et al., 2007). Alternatively, research suggests 
that stronger identification as a female can be a risk factor independent of 
perfectionistic norms, mainly because dieting (regardless of weight loss intent as 
a method to achieve perfection) is so normative for women that not dieting can be 
seen as abnormal (Hesse-Biber et al., 2006; Mahalik et al., 2005; Piran & 
Cormier, 2005). To date, it is still unclear if female identification strength 
independently relates to DE, or if the link is explained by female identification 
strength affecting DE through perfectionism. 
Self-Control, Negative Urgency, and DE 
Furthermore, actions that individuals take to adhere to group norms 
(including female based perfectionism pressure) may be affected by self-control 
and impulsivity (Robinson, Otten, & Hermans, 2016). Self-control is defined as 
the ability to suppress the temptation toward negative behaviours and promote 
positive behaviour (De Ridder et al., 2012). Impulsivity, defined as acting without 
thinking, is a form of self-control failure (Reynolds, Ortengren, Richards, & de 
Wit, 2006). Disordered eating tends to be related to the latter, as there is a general 
consensus that binging, cyclical dieting, and other forms of disordered eating are 
more about the failure to inhibit impulses than to promote good behaviours 
(Fischer, Smith, & Cyders, 2008). As would be expected, lower self-control and 
higher impulsivity positively correlate with dieting behaviours, suggesting that 
DE may be a result of self-control failure (Fischer, Smith, & Cyders, 2008).  
While initial studies suggested that self-control (and its facets) was a 
personality trait, more large-scale investigations have suggested that self-control 
is far more context sensitive than initially believed (Hagger et al., 2016; Lurquin 
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et al., 2016). Impulsive eating especially appears to be a specific response to 
context (Haynes, Kemps, & Moffitt, 2016a; Haynes et al., 2016b; Pavey & 
Churchill, 2017). For example, one study showed that when participants who 
scored lower on self-control scales believed that their peers had a norm of eating 
less, they were better able to resist the temptation of sugary pastries (Robinson et 
al., 2016). Similar research found women were more likely to adhere to group 
eating norms under low self-control conditions, than high self-control conditions 
(Salmon, Fennis, de Ridder, Adriaanse, & de Vet, 2014). Therefore, displayed 
self-control may be more related to contextual (social) factors rather than as a 
trait, and social factors can increase or decrease displayed self-control 
(Greenaway et al., 2015). 
The variance in displayed self-control in eating behaviour may be 
accounted for by understanding a specific facet of impulsivity, known as negative 
urgency, or NU (Miller, Flory, Lynam, & Leukefeld, 2003). NU, defined as the 
tendency to act on impulse when intensely distressed, is a strong predictor of 
binge eating behaviours (Fischer, Smith, & Anderson, 2003; Fischer et al., 2008). 
NU may mediate the link between unreasonably high perfectionism norms and 
disordered eating. People who believe that their group requires more perfection 
may be more likely to attend to social cues on eating behaviour. When these 
standards are unrealistically high, they tend to repeatedly fail and become 
distressed (Wang & Li, 2017). As the definition of perfectionism is a drive 
toward unreasonable and unattainable standards (Bardone-Cone, 2007), 
repeatedly failing to reach the goals set by their group because of this cycle leads 
to frustration and negative emotions and more impulsive behaviours (Emery, 
King, Fischer, & Davis, 2013). In other words, it is proposed that the excessive 
and unreasonable standards embedded within perfectionism pressure from a 
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valued social group leads individuals to lose self-control when distressed (in the 
form of NU) and, therefore, to attempt more extreme dieting methods to 
compensate.  
1.3: Research gap and the present study 
This mediation proposal is tentative, as there is a paucity of research 
analysing the link between urgency and perfectionism in DE, and similarly a lack 
of research on how in-group identification strength (with femaleness) relates to 
DE. Although the research focusing on each of these constructs separately has 
found direct effects on DE, little research to date has examined how SPP may 
lead to urgency which in turn predicts DE. Because SPP is a reflection of norms 
embedded in social groups, we believe those more sensitive to social cues (and 
therefore higher in perfectionism) are also more likely to display NU(Robinson et 
al., 2016). In support of this, research has shown that NU can be affected by 
contextual factors (Selby, Anestis, & Joiner, 2008) and that disordered eating is 
an expression of this negative urgency (Fischer et al., 2003; Fischer et al., 2008). 
To summarize, it is likely that perceived perfectionism from fellow women leads 
to NU, which then leads to DE.  
Similarly, no research has examined the effects of SPP and in-group 
identification strength on DE. There is a lack of research separating female 
identity based SPP (fSPP) and in-group identification. While it is likely that 
perceived pressure from fellow women to be perfect and affiliating with the 
female identity each separately influence DE, it is unclear as to whether they 
uniquely predict DE or not. As the link between fSPP and DE may be explained 
through NU’s link to both, these must be controlled for when understanding the 
link between identification strength with the female identity and DE.   
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The current study aimed to determine how NU, female SPP, and in-group 
identification strength relate to DE. In light of previous research, we had four 
main hypotheses: 
Hypothesis 1(H1): Greater identification with the female identity will 
positively correlate with DE.  
Hypothesis 2(H2): NU will positively correlate with DE. 
Hypothesis 3(H3): Female SPP scores will positively correlate with DE. 
Hypothesis 4(H4): NU will mediate the link between female SPP and DE. 
Materials and Methods 
Participants: 
A sample of 147 English speaking females with a history of having dieted 
(but without an ED diagnosis) between the ages of 18 and 30 were recruited from 
Prolific™, an online recruiting platform (n=106), and through the host 
university’s participant pool (n=41). Prolific™ is an Oxford University based 
online recruitment system, designed as an ethical alternative to MTurk™ with 
payment schedules to maximize data quality (Palan & Schitter, 2017). 
Participants had a mean age of 25.12 years (SD=3.08), and reported residing in a 
variety of countries (90 from the UK, 49 Australia, 7 USA, 1 in Canada). Each 
participant was paid 2.50 British pounds for their time.  
Measures: 
Eating Attitudes Test-26 (EAT-26; Garner, Olmsted, Bohr, & 
Garfinkel, 1982): 
Disordered eating was measured via the total score on Eating Attitudes 
Test-26 (EAT-26), a screening tool designed to detect eating disorders (Garner et 
al., 1982). This scale has 26 statements describing past and present eating 
behaviours with participants indicating how often they engaged in the behaviours 
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described, on a scale from 1 (“never) to 5 (“always”). These 26 statements are 
separated into three subscales, including Dieting, Bulimia/Food preoccupation, 
and Oral Control. Note that the response scale has been modified from the 
original 1-6 response scale, where all scores below or equal to 3 were interpreted 
as 0. This modification is to allow the detection of sub-threshold levels of 
disordered eating (as a continuous measure) as research has suggested that using 
cut-offs results in false negatives and deceptively large standard deviations 
(Mintz & O'Halloran, 2000).  
Strength of Identification Measure - In-group affect subscale 
(Obst & White, 2005): 
Identification strength was measured via the average score on the in-group 
affect subscale of the Strength of Identification Measure (Obst & White, 2005). 
This 4-item scale asked participants how much they liked being a member of the 
target group (of women), on a scale from 1-7 (from “strongly disagree” to 
“strongly agree”). For example, this scale asked how much they agreed with the 
statement, “In general I’m glad to be female”. This subscale was chosen over the 
other two subscales (i.e., ties and centrality), as in-group affect is analogous to 
collective self-esteem (which drives social behaviour; Tajfel, 1978). Furthermore, 
research has shown that this particular facet of strength of identification in 
women negatively relates to intergroup beliefs, above other sub-measures of 
identification (Cameron, 2001). 
UPPS - Negative Urgency subscale (Cyders, Littlefield, Coffey, & 
Karyadi, 2014): 
NU was measured via the average score on the Negative urgency subscale 
of the 4-item Short UPPS Impulsive behaviour scale (Cyders et al., 2014). This 
scale asked participants to indicate the degree that statements (e.g., When I am 
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upset, I often act without thinking”) described them on a scale from 1-4 
(“strongly disagree” to “strongly agree”). 
Female Socially Prescribed Perfectionism (fSPP; Stairs et al., 
2012): 
SPP was measured using the average score on the Perceived Pressure 
from Others subscale of the M-CUP (Stairs et al., 2012), which is a 
multidimensional measure of perfectionism derived from various other 
perfectionism scales. This 5-item subscale originally describes the pressure as 
coming from other “people”; however, as this study focused on in-group affect, 
the scale was modified to specify which group demands perfection. As previous 
research indicated the valued group in DE is the “female” group, we modified the 
scale to replace “people” with “other women” (e.g., “I often feel that other 
women make excessive demands of me, other women expect a lot from me, other 
women expect me to succeed at everything I do”). Participants indicated their 
agreement with these statements on a scale from 1-7 (“strongly disagree” to 
“strongly agree”). This scale will be referred to as fSPP to distinguish from other 
scales used in SPP research. 
Procedure:  
Ethics approval was granted by the host university’s ethics board. Female 
participants in the Prolific® participant recruitment system or in the host 
university’s participant pool, who had a history of dieting, were asked to 
participate in a study on “Gender, Dieting, and Impulse”. Participants who stated 
they had a clinical eating disorder at some point were asked to not to complete the 
survey. Participants were informed that the survey sought to understand eating 
behaviours and perfectionism. After informed consent was provided, participants 
completed the online questionnaire in the order described above as part of a larger 
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study investigating social identification and disordered eating. Participants from 
Prolific™ were compensated £2.50 for their time, while participants from the 
host university were compensated in the form of course credit. 
Results: 
Descriptive statistics and Correlations:  
Data were analysed with SPSS 24.00.01. All assumptions for statistical 
analyses were met, and there was no missing data. A log10 transformation was 
applied to NU, fSPP, and in-group affect scores to satisfy normality requirements. 
No significant differences were detected between the online sample and the 
student pool on any measure after transformation, nor were there differences 
between participants from different countries. Four multivariate outliers were 
removed from the sample, leading to a final sample size of N=143. All scales 
showed acceptable internal consistency (Cronbach’s alpha > .70). Table 11 
provides the correlations between variables. Consistent with H1, H2, and H3, NU, 
fSPP, and female affect showed significant positive correlations with DE, 
reflecting small to medium effect sizes.  
Multiple regression: 
Multiple regression was conducted to test which variables uniquely 
predicted the outcome measure (EAT-26; see Table 12). This model explained 
19.8% of the variance in EAT-26 scores. While both fSPP and NU significantly 
predicted unique variance in the EAT-26 scores, in-group affect did not 
contribute significant unique variance to the multiple regression model.  
Mediation analyses: 
A mediation analysis was performed to test H4. The SPSS PROCESS macro was 
used with 5000 bootstrap samples (Preacher & Hayes, 2008). The indirect effect 
is considered significant when the 95% confidence interval (CI) does not include 
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zero. As can be seen in Figure 3, there was a significant effect (p<.05) for fSPP to 
NU, NU to EAT-26, and the direct path between fSPP and EAT-26. A non-
significant effect was found for the direct path for between fSPP and EAT-26 
scores (p>.05). The bootstrapped indirect effect (a*b=8.33, 95% CI [3.15, 15.91]) 
was significant, indicating that H4 was supported, as NU fully mediated the link 
between fSPP and EAT-26. 
Discussion: 
In order to construct effective interventions to reduce or prevent DE, we need 
a strong understanding of its potential underlying factors. To date, research has 
examined the separate effects of NU, socially prescribed perfectionism, and in-
group identification on DE, but little research has examined how these variables 
interrelate to predict DE behaviour; this was the purpose of the current study. We 
found support for our hypotheses that NU and fSPP would positively correlate 
with DE, and that in-group affect would positively correlate with DE. We also 
found support for our hypothesis that NU would mediate the link between fSPP 
and DE.   
This study found that fSPP had a direct, positive relationship with DE 
(H3). This study is the first to find that perceived pressure to be perfect from 
women may be instrumental in understanding the nature of social perfectionism 
in how it relates to DE. While previous literature has investigated the link 
between SPP and DE, the source of the pressure in previous scales has been 
unclear (Frost et al., 1990; Hewitt et al., 1991; Stairs et al., 2012). This is despite 
evidence that being a member of specific female-dominated groups (e.g., 
cheerleaders, ballet dancers) is a factor that uniquely predicts DE behaviour 
(Byrne & McLean, 2001), and evidence showing that women overvalue health 
messages from other women and ignore men (Cruwys, 2013).   
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In support of H2, NU was found to significantly predict DE behaviours, 
both in a bivariate correlation and in a multiple regression model. This was in line 
with previous findings, that NU leads to greater binging behaviour as a method of 
dealing with distress, as well as greater compensatory behaviour to negate the 
weight gain that follows binging (Emery et al., 2013; French, Epstein, Jeffery, 
Blundell, & Wardle, 2012; Guerrieri, Nederkoorn, Schrooten, Martijn, & Jansen, 
2009; Jasinska et al., 2012) This research further emphasises the importance of 
understanding NU in DE behaviours in a continuous measure.  
This study also sought to extend on the previous research by examining 
the mediatory role of NU in the relationship between fSPP and DE. As per H4, 
we found NU fully mediated the link between fSPP and DE; specifically, 
believing that fellow women require perfection is associated with more severe DE 
via higher levels of NU. This suggests that fSPP is a social stressor, as the 
standard for perfection is almost always too high. Individuals who experience this 
expectation to achieve the group-defined perfection, but perceive themselves as 
not meeting this demand, experience a loss of self-control under distress, leading 
to impulsive disordered eating. It is well established that that chronic exposure to 
stress often results in poorer coping (Wadsworth, 2015), including disordered 
eating (Razzoli, Pearson, Crow, & Bartolomucci, 2017; Torres & Nowson, 2007), 
and that a social norm of self-control may lead to greater dietary restriction 
(Robinson et al., 2016) . In our study, we suggest that the social factor of fSPP 
leads to higher levels of personal NU, leading to DE as the consequence of a 
tendency to engage in impulsive behaviour as a result of a desire to relieve 
oneself of distressing emotions. 
Some evidence for the importance of the female identity in DE was 
provided by the relationship between in-group affect with the female identity and 
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DE. As per H1, our findings indicated that greater connection with “femaleness” 
related to DE behaviours, but only before controlling for NU and fSPP. 
Nevertheless, our findings add to the research suggesting that female affect has a 
significant relationship with disordered eating (Behar et al., 2003; Steiger et al., 
1989), as this study is the first to directly measure this as by measuring affect as a 
continuous variable using a well-validated scale, and the first to consider the role 
that fSPP and NU may play in this relationship. Future research should attempt to 
distinguish how identifying with different forms of “femaleness” affects DE, 
while considering the potential mediating effects of fSPP and NU.  
These results indicate the value of understanding the female identity in 
DE and what femaleness means in context (fSPP). In doing so, this study extends 
on previous clinical literature showing that definitions of female perfection may, 
through risk factors like NU, increase the risk of engaging in extreme dieting 
behaviours (Mensinger et al., 2007). With this knowledge, we can help design 
interventions by identifying those most at risk (i.e., those high in NU, or those 
high in fSPP). Specifically, providing “urge surfing” training (i.e., mindfulness of 
urges and not acting on them, or cognitive behavioural treatments designed to 
reduce NU) to build resistance against NU and social perfectionism may help 
reduce DE (Egan et al., 2014; Juarascio, Manasse, Schumacher, Espel, & Forman, 
2017). 
Limitations and future directions: 
Although this study provides insight into the possible links between fSPP, 
NU, in-group identification, and DE, a number of limitations should be addressed 
in future research. Our study was cross-sectional, meaning the directions of 
relationships are based on theory rather than being directly observed. For 
example, it may be that those who display DE are more likely to report stronger 
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identification with the female identity, because they see that group as more 
accepting of DE behaviour. This would change how we would consider DE and 
social factors (as social factors may be consequences of behaviours, rather than 
antecedents). While we had a strong rationale for the causal direction of findings, 
a longitudinal study or a study that manipulates perfectionism, or even 
impulsivity (e.g., Guerrieri et al., 2007) may be needed to support the assumed 
causal directions in our analyses, particularly as mediations may fail to replicate 
in longitudinal analyses (Maxwell & Cole, 2007; Maxwell, Cole, & Mitchell, 
2011). Our study also indicates that because perfectionism is by definition, an 
unreasonable and near unattainable standard, SPP would result in a greater 
tendency to lose self-control under distress. However, this rests on the assumption 
that having higher SPP would result in greater experiences of stress first. While 
this fits with previous research showing that the correlation between 
perfectionism and distress is significant and strong (r=.50; Wang & Li, 2017), 
future research should examine whether female SPP specifically leads to distress. 
Finally, the modifications made to two of the scales, while in line with theory, 
require additional validation.  
Conclusions: 
In sum, the current study suggested that social pressure relates to DE via 
personal traits. Our study showed that perceived perfectionistic pressure from 
fellow women, and urgency as a response to this pressure, increased the 
likelihood of DE behaviours. Affiliating oneself with the female identity also was 
shown to correlate with DE, although not independently from perfectionism and 
urgency. These findings extend on previous studies showing that strength of 
identification (in-group affect) with the female identity may relate to DE (Hesse-
Biber et al., 2006), and adds to the clinical literature on the relationship between 
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impulsivity, perfectionism, and DE (Pavey & Churchill, 2017). We also believe 
that understanding how perfectionism pressure relates to impulsivity may lead to 
better clinical outcomes for reducing DE. For example, this may be via 
intervention strategies designed to help women engage in “urge surf” social 
pressure, in order to help avoid impulsive NU behaviours (Juarascio et al., 2017).  
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Figure 3. Model of indirect effect of negative urgency. Unstandardized regression 
coefficients shown. N = 143. 
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Tables for Chapter Ten 
Table 11  
Correlations, Means, Standard Deviations, and Cronbach’s Alpha values, N=143 
 1 2 3 4 
1. EAT26     
2. NU .403**    
3. fSPP .258** .286**   
4. In-group affiliation .225** .296** .040  
     
M (SD) 62.77 
(11.67) 
2.84 
(0.62) 
4.05 
(1.25) 
2.52 (0.93) 
Cronbach’s α .852 .751 .926 .746 
**p < 0.01 
 
 
Table 12 
Multiple regression predicting EAT-26 scores, N=143 
Predictor Model R2 β t sr2 
NU 0.198 0.32 3.86** .0859 
fSPP 0.16 2.04* .0240 
In-group 
affiliation 
0.12 1.56 .0139 
**p < 0.01, *p < 0.05 
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CHAPTER ELEVEN: EXPERIMENTAL MODIFICATION OF 
PERFECTIONISM NORMS 
Preamble to Chapter Eleven 
This chapter presents an experimental study demonstrating how reducing 
perfectionism can be accomplished through the use of social identity principles of 
comparative fit. In this chapter, we present an experiment that reduced Socially 
Prescribed Perfectionism through methods based on re-conceptualising it as a 
norm. In Chapters Six and Seven, it was argued that an ideal for perfection is 
bounded within social identity norms. Efforts to reduce disordered eating through 
normative change have been effective (Cruwys, Haslam, et al., 2015), as the 
norms in a relevant group may drive disordered eating behaviour. This chapter 
combines the theoretical arguments of Chapters Six and Seven by presenting an 
experiment designed to change the belief that perfection is required from other 
women. To do so, this study drew upon research using the Social Identity 
Approach which have shown that frame of reference effects can change the norms 
of an identity in a desired direction (David & Turner, 1999; Gaertner, Mann, 
Murrell, & Dovidio, 1989; Haslam & Turner, 1992; Haslam & Turner, 1995). 
This chapter presents the first study to reduce perfectionism through frame of 
reference effects, thereby bolstering the value of a Social Identity Approach in 
clinical psychology. This paper has been accepted by Frontiers in Psychology 
(published version below). 
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A. (2019). Evidence that frame of reference effects can reduce socially prescribed 
perfectionism. Frontiers in Psychology, 9, 2703. doi: 10.3389/fpsyg.2018.02703 
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Abstract 
Socially prescribed perfectionism appears to drive disordered eating behaviour in 
young women, usually via messages from fellow women. Social psychological 
research suggests that framing effects can be manipulated to reduce the effect of 
unhealthy messages. This research used contrasting messages about perfectionism 
to reduce perfectionism among female dieters. We recruited 147 female dieters 
(Mage = 25.11) for a between-subjects experimental study. While completing an 
online questionnaire, participants were exposed to one of three sets of blog posts, 
which varied in content and source. These three conditions always had one anti-
perfectionism message from a woman. This was presented along with either a 
high perfection message from a man, a high perfectionism message from a 
woman, or both of these messages. After reading the blog posts, women were 
asked to fill out a scale assessing their levels of socially prescribed perfectionism. 
When participants were exposed to an anti-perfectionism message from a woman, 
paired with a high-perfectionism message from a man, participants showed lower 
socially prescribed perfectionism than when both high and anti-perfectionism 
messages came from two women. These findings imply that strategies designed to 
reduce socially prescribed perfectionism may benefit from including contrasting 
messages, as this may shift perceived perfectionism norms. Implications for 
social interventions are discussed.  
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Introduction 
Health behaviours are influenced by messages from fellow group 
members (Cruwys et al., 2012; Mackie, Worth, & Asuncion, 1990). Previous 
studies have suggested that this occurs, in part, due to the effect of such messages 
on perceptions of group norms, or the regularity in beliefs and actions that 
characterize a social group (Hogg & Reid, 2006; Robinson, Harris, Thomas, 
Aveyard, & Higgs, 2013). Interventions that change normative beliefs have been 
shown to be effective in influencing health behaviours (Cruwys, Haslam, et al., 
2015; Miller & Prentice, 2016; Wechsler et al., 2003). In the past 20 years, social 
norms marketing—or structured attempts to redefine what people consider to be 
“normal”—has become a dominant approach to health promotion (Miller & 
Prentice, 2016; Wechsler et al., 2003). Social norms marketing has been 
successfully deployed to reduce drinking behaviours in college students 
(Wechsler et al., 2003). However, normative messages that target specific 
symptoms and cognitions often ignore two key issues: first, in everyday life, such 
health messages are unavoidably presented in conjunction with opposing 
messages, often from both in-group and out-group sources (Agostinelli & Grube, 
2002). Second, the context of these messages can affect their impact (Randolph & 
Viswanath, 2004).  
The effectiveness of a message from an in-group member can be 
enhanced when presented in conjunction with an opposing message from an out-
group member (Gaffney, Rast, Hackett, & Hogg, 2014; Matheson, Cole, & 
Majka, 2003). This comparative effect has the effect of shifting group norms, 
such that they become more polarized away from the direction of the out-group 
members’ message (David & Turner, 1999). In other words, what it means to be 
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us can be affected by what it means to be them. While research has examined how 
the comparative context of messages can shift norms in leadership research 
(Hogg, van Knippenberg, & Rast, 2012; Subašić & Reynolds, 2011) and 
feminism research (David & Turner, 1999), very few studies investigate this 
phenomena in the context of health. Recently, applications of social 
psychological theory to health phenomena have indicated that conceptualizing 
health messages as attempts to modify norms may be useful in the efforts to 
reduce problematic unhealthy behaviours and beliefs (Blanton, Köblitz, & 
McCaul, 2008; Hogg & Reid, 2006). Thus, social psychological theory may have 
utility in improving the effectiveness of normative interventions to improve 
health ( Haslam, Jetten, Postmes, & Haslam, 2009).   
In sum, it is probable that the social context in which a health promotion 
message is presented will alter its effectiveness. Modifying this social context 
may improve the effectiveness of social norms marketing campaigns. The goal of 
this study was to investigate how contrasting contexts (i.e. manipulating messages 
in opposition) could affect the impact of health messages aiming to reduce 
perfectionism (and disordered eating) in a sample of young female dieters. 
Disordered Eating and Socially Prescribed Perfectionism 
Disordered eating refers to a spectrum of unhealthy eating attitudes and 
behaviours, including subclinical and clinical symptoms. These include binge 
eating, restrictive dieting, and self-induced purging behaviours (Herpertz-
Dahlmann et al., 2008). A number of studies have indicated disordered eating 
behaviours are widespread, affecting about 20% of young women (McBride, 
McManus, Thompson, Palmer, & Brugha, 2013). Even at the subclinical level, 
disordered eating is associated with poor wellbeing, and is a strong risk factor for 
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the development of clinical eating disorders (Stice et al., 2011), disorders which 
collectively have the highest mortality rate of any psychiatric category (Arcelus et 
al., 2011; Chesney et al., 2014; Smink et al., 2012; Steinhausen, 2002). This death 
rate can partially be attributed to the difficulty in treating some eating disorders 
(EDs; Abbate-Daga, Amianto, Delsedime, De-Bacco, & Fassino, 2013; Halmi, 
2013) . Therefore, developing effective prevention strategies is critical; however, 
traditional prevention strategies have also been limited in their effectiveness 
(Carter, Stewart, Dunn, & Fairburn, 1997; Mann et al., 1997; Smolak, Striegel-
Moore, & Levine, 2013). For example, one prevention program designed to 
prevent eating disorders in young women found that those exposed to the 
intervention had higher disordered eating rates compared to controls (Mann et al., 
1997). Another school-based program showed initial promise by reducing 
disordered eating behaviours immediately after an intervention, but six months 
later, an increase in disordered eating was recorded (Carter et al., 1997). This is 
possibly because these prevention strategies mostly target specific behaviours, 
rather than the precursors to disordered eating (Carter et al., 1997).  
Research has indicated perfectionism is a strong risk factor for disordered 
eating development (Bardone-Cone, 2007; Fairburn, Cooper, Doll, & Welch, 
1999), and has been shown to both mediate and moderate the relationship 
between body dissatisfaction and disordered eating (Welch et al., 2009). In this 
context, perfectionism can be defined as an “overdependence of self-evaluation 
on the determined pursuit of personally demanding, self-imposed standards” 
(Shafran et al., 2002, p. 778). The construct of perfectionism in disordered eating 
is multifaceted and complex (Stairs et al., 2012). One sub-facet of perfectionism; 
Socially Prescribed Perfectionism (SPP); refers to the perceived need to achieve a 
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standard or goal set by others (Stairs et al., 2012; Tissot & Crowther, 2008) and 
this has been argued to drive disordered eating behaviours (Tissot & Crowther, 
2008). Perfectionism in general appears to predict poorer responses to therapy 
(Halmi, 2013), but perfectionistic beliefs also appear to be resistant to change 
through therapy, and are predictive of relapse (Carter et al., 2004). 
Part of the reason for this resistance may be because that SPP reflects not 
(only) an individual-level risk factor, but also the internalization of a social 
reality. Women in particular are exposed to numerous messages on a daily basis 
relating to what it means to be a perfect woman (Hesse-Biber et al., 2006). This 
may partially explain the high relapse rate in EDs (Carter et al., 2004; Herzog et 
al., 1999; Stice et al., 2009), as when individuals leave therapy, they return to the 
same environment that initially reinforced the SPP beliefs. This indicates that SPP 
may be in fact be a group norm, as SPP beliefs encapsulate what it means to be 
one of us. From this perspective, groups of women dictate what it means to be 
perfect as a norm in their behaviours and attitudes, and members act accordingly 
to match the expectations of the group. Conceptualizing SPP as a group norm 
held by women means that the social psychological literature offers novel 
strategies for how health messages can be tailored to effectively reduce 
perfectionism among at-risk, dieting women. In support of this suggestion, 
perfectionists tend not to be perfectionistic across all domains, but rather across a 
select few domains that they deem to be relevant (Stoeber & Stoeber 2009), 
indicating that only select social groups should be considered when attempting to 
understand perfectionism. Furthermore, there is evidence that suggests that SPP 
levels can be affected by social context (Mitchelson & Burns, 1998), much like 
how social norms may be affected by context.  
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Comparative context changes the power of social messages 
Social psychological research has indicated that contrasting messages in 
an intra-group context can weaken the power of a normative message, if the 
message given does not fit the expectations of the target of what it means to be a 
member (Turner et al., 1994). For example, an extreme feminist will be rejected 
by women in an intra-group context when a moderate feminist is presented as a 
contrast, because the extreme feminist does not fit the expected group norms 
(David & Turner, 1999).  
However, inter-group contrast effects can change norms more effectively 
than intra-group contrasts, as “what is us” can be affected by “what is them”. In 
the same study investigating intra-group contrast, it was found that when women 
were presented with both a radical feminist statement from a woman, and an 
antifeminist statement from a man, participants perceived the radical group as 
being more similar to themselves than when the radical feminist statement was 
presented alone (David & Turner, 1999). In the health context specifically, one 
study found that when Britons were presented with information about positive 
Japanese health behaviours, the participants indicated that they felt British people 
were unhealthy (Tarrant & Butler, 2011). By contrast, when presented 
information about negative American health behaviours, participants indicated 
that British people were quite healthy in comparison (Tarrant & Butler, 2011). 
Furthermore, participants had stronger dieting intentions when they were exposed 
to the Japanese message than when exposed to the American message (i.e., an 
aspirational framing). This means that a message from an in-group member (i.e., 
a person from the same group as the target audience) can be enhanced in 
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effectiveness when contrasted with a counter-normative message from an out-
group member (i.e., a person from a different group than the target audience).  
In this way, it may be possible to use comparative context to change 
unhealthy group norms. Suggesting the value of this approach, some research has 
indicated that SPP can be reduced following ED-focused group therapy (Lloyd et 
al., 2014), and there is evidence that normative change is a mechanism for change 
in an ED prevention group program (Cruwys, Haslam, et al., 2015). However, no 
study has to date has sought to use comparative contexts to reduce unhealthy 
perfectionism beliefs. We sought to change SPP in particular because previous 
studies have indicated that it may be resistant to change in more traditional 
therapeutic messaging (Bastiani et al., 1995), and may predict relapse (Bastiani et 
al., 1995; Carter et al., 2004; Herzog et al., 1999).  
Current study 
Our study aimed to investigate how the context of health messages from a 
variety of group members may alter their effect on SPP norm beliefs. Because 
there is evidence that gender is a social group membership that is central to 
disordered eating (Hesse-Biber et al., 2006), this study approached SPP as a 
perceived norm among women (as the pressure to be perfect is perceived to come 
from fellow women; Chapter Seven). As the natural contrast to women is men, 
we sought to use a gender contrast to create a comparative context to shift SPP 
beliefs among women.    
It was hypothesized that presenting a body positive, low perfectionism 
message from an in-group, paired with an out-group high perfectionism message 
(Context A) will result in lower SPP in comparison to Context B, where that low 
perfectionism in-group source is contrasted with another in-group source 
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espousing perfectionism (H1). It was also hypothesized that presenting all three 
messages (Context C) would also result in higher levels of perfectionism than 
Context A, as the comparative context would no longer align with the gender of 
the presenters, and only the high perfectionism in-group message would be 
attended to in Condition C (H2). Because previous research has shown that SPP 
correlates with disordered eating, it was anticipated that dieting intent would be 
lowest in the Context A (H3), and that reductions in dieting intent in Condition A 
(relative to other conditions) would be mediated by SPP (H4).  
Method 
Participants and design 
Participants were 160 women aged between 18-30 years old from the UK, 
USA, Canada, and Australia as part of a larger study. Participants who failed the 
attention checks or completed the study too fast were removed from the sample, 
resulting in a final sample of 147 women (Mage=25.11; SD=3.08). Participants 
were recruited through Prolific.ac (a UK-based Amazon M-TURK alternative; 
n=106) and the host university’s online recruitment system (n=41) as part of a 
larger study. 90 participants came from the UK, 49 from Australia, seven from 
the USA, and one from Canada. Each participant was paid 2.50 British pounds for 
their time. No significant differences on any measure between nationalities was 
detected. Participants were eligible to participate if they reported dieting at some 
point (yes/no), and never had an eating disorder. These filters were chosen to 
exclude people with eating disorders (for ethical reasons).  
This study had a between-subjects design, with one manipulated variable: 
context of messages. Our central dependent variable was SPP (Stairs et al., 2012), 
but we also included a measure of Self-Oriented Perfectionism (Stairs et al., 
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2012), as well as eating behaviours though the two measures of the EAT-26 (D. 
M. Garner et al., 1982) and the Dieting intentions scale (Cruwys, Platow, Rieger, 
& Byrne, 2013).  
Procedure 
Participants were invited to participate in a study examining “eating 
tendencies, group-based beliefs, and perfection”. After consenting, information 
regarding the participant’s age, gender, location, past dieting behaviour, and 
whether they had ever been diagnosed with an ED was collected. Participants 
were then presented with hypothetical blog posts, with different combinations 
depending on the condition. There were three blog posts, including a photo of the 
ostensive author (drawn from open source face banks). Participants were asked to 
read through the posts carefully, as there would be some questions on the content 
later. The first post (referred to as “Female-Anti-Perfectionism” here) was said to 
be by a woman stating that women should accept themselves for who they are 
(counter to perfectionism, with language drawn from Cognitive Behavioural 
Therapy-Enhanced broad literature; see (Fairburn & Cooper, 2014). The second 
post (referred to as “Male-Perfectionism”) was by a man stating that women 
needed to be perfect. The third post (referred to as “Female-Perfectionism”) was a 
similar message endorsing perfectionism. Male-Perfectionism and Female-
Perfectionism’s posts were matched on every sentence, with simple variations to 
ensure that they did not read the same. In Condition A, Female-Anti-
Perfectionism and Male-Perfectionism were presented. In Condition B, Female-
Anti-Perfectionism and Female-Perfectionism were presented. In Condition C, all 
three statements were presented. The order of the messages was randomized in all 
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conditions, and all messages were designed to make the gender contrast as salient 
as possible (although each sentence was carefully matched across statements).  
Participants were then asked about the detailed content of the messages, 
which served as an attention check. Subsequently, participants were presented 
with the perfectionism scales, the Dieting Intentions Scale, and the Eating 
Attitudes Test-26. Participants from the host university received course credit for 
participation, while participants from Prolific.ac received the equivalent of £2.50 
for their time. This study was approved the host university’s ethics board. 
Materials 
Measures of Constructs Underlying Perfectionism- Modified (M-
CUP) 
SPP was measured via a modified version of the Perceived Pressure from 
Others subscale of the M-CUP (Stairs et al., 2012). This five-item scale originally 
stated the pressure of “others”, but because our study sought to understand how a 
specific social group may affect SPP, this scale was changed to specify the 
pressure as coming from “other women”. This scale’s modified format will be 
referred to as fSPP to distinguish from the original SPP scale. Self-Oriented 
Perfectionism was measured via the original High Standards subscale of the M-
CUP. This scale assessed the tendency to set high standards for oneself. Both 
scales request participants to indicate their agreement with the statements 
presented, on a scale from 1 (“strongly disagree”) to 7 (strongly agree). 
Dieting Intentions Scale (DIS) 
Future dieting intent was measured via the DIS (Cruwys et al., 2013). This 
scale measures intention to diet in the next 3 months. This contains seven 
questions (e.g., “In the next three months, I intend to reduce my calorie/KJ 
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intake”) and is assessed on a scale from 1-7 (e.g., strongly disagree to strongly 
agree).  
Eating Attitudes Test- 26 (EAT-26) 
Disordered eating was measured through the total score on the EAT-26, a 
screening tool designed to detect disordered eating behaviours (Garner et al., 
1982). This scale has 26 statements which describe past and current eating styles. 
Participants are requested to indicate how frequently they engaged in these 
behaviours, from a scale from 1 (never) to 5 (always). The response scale was 
modified from the original 1-6 response scale (where scores below 4 were 
interpreted as 0), as we wished to detect general frequency of disordered eating 
(Laurie B Mintz & M Sean O'Halloran, 2000). 
Results 
Correlations and descriptive statistics 
Correlations and descriptive statistics are presented in Table 13. A log10 
transformation was applied to fSPP to meet normality requirements, but this did 
not affect any of the findings. Dieting intent scores in our sample (M=5.38, 
SD=1.17) were significantly higher than a previous (pre-intervention) sample 
(M=4.89, SD=1.19) using this scale (t= 3.32, p<.01; Cruwys, Haslam, et al., 
2015).  
Socially Prescribed Perfectionism (fSPP)  
To test H1 and H2, an ANOVA was performed. A significant omnibus 
effect was found on fSPP (F (2,144)=3.537, p=.032). Post hoc tests between 
groups revealed that Condition A differed from the other two conditions. As per 
H1, a between-samples t-test (Table 14) revealed participants in Condition A 
showed significantly lower levels of fSPP compared to Condition B (p=.045; 
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small to medium effect size, Cohen’s d=.44). H2 was also supported, as the 
difference between condition A and C was significant (p=.011, d=.55). 
Conditions B and C were not significantly different (t(106)=.654, p=.514).  
Disordered eating and dieting intentions between groups 
A second ANOVA was performed to test H3, which stated that dieting 
intentions would be different between conditions. There was no omnibus effect 
(F(2,144)=.20, p=.82) for dieting intent. Therefore, H3 was not supported.  
SPP mediation 
To test H4’s prediction that SPP would mediate the link between the 
manipulation (condition A vs. others conditions together) and dieting intent, a 
mediation analysis was performed. The SPSS PROCESS macro was used with 
5000 bootstrap samples (Preacher & Hayes, 2008). The indirect effect is 
considered significant when the 95% Confidence interval (CI) does not include 
zero. While a significant indirect effect was found (β= .12, 95% CI [.02, .28]), the 
direct effect was insignificant (β=-.01, SE=.22, p=.96), as was the total effect 
(β=.11, SE=.22, p=.61). Therefore, conditions for mediation were not met (Baron 
& Kenny, 1986), and H4 was not supported.  
Discussion 
The current study investigated how manipulating the context of health 
messages could change their effectiveness. There were three main findings. First, 
health messages from an in-group member were more persuasive when presented 
in the context of a dissenting voice from an out-group member (consistent with 
H1). This in turn, is consistent with previous work which found that the 
persuasiveness of health messages can be enhanced if the message comes from an 
in-group members (Cruwys et al., 2012; Mackie et al., 1990), and that 
PERFECTIONISM, SOCIAL IDENTITY, AND EATING                                                        211 
comparisons to out-group members can change normative beliefs about health 
behaviours (Tarrant & Butler, 2011). However, this is the first study to seek to 
change unhealthy norms regarding perfectionism within groups by contrasting a 
healthy message against an unhealthy message from an out-group member. This 
study provides evidence that this social approach may be a promising new avenue 
for reducing perfectionism.  
Second, and consistent with H2, when both a man and woman separately 
endorsed a perfectionism norm, along with the low perfectionism message from a 
woman, SPP scores were greater than a similar condition which omitted the 
female-perfectionism message. This suggests that dissenting messages from 
within the in-group may underline the effectiveness of a health message, because 
the comparative context no longer align with the group membership of the 
presenters. Instead, the data suggests that participants saw this as an intra-group 
comparison, with the man was effectively ignored in the third condition.  
Third, this study sought to reduce dieting intent though reducing SPP. 
While it was found that SPP did weakly correlate with dieting intent (H3), dieting 
intent was not reduced through reducing SPP norms. This finding does, however, 
suggest that any social approach to reduce disordered eating through SPP 
reduction may have to consider more holistic approaches.  
Implications 
These data suggest that because specific forms of SPP can be affected by 
social context (Mitchelson & Burns, 1998), SPP is not an invariable characteristic 
of the individual. Rather, SPP can be understood as a proscriptive norm that 
reflects a social reality in specific groups of women to emphasize and reinforce a 
perfectionism norm (Downey & Chang, 2007). This may be the reason why SPP 
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is so difficult to treat in EDs (Bardone-Cone et al., 2007). Traditional 
individualized approaches have mixed success, and there is some evidence that 
they can effectively reduce SOP in DEs (Lloyd et al., 2015), but if SPP is a social 
norm it is likely to resist redefinition outside of a group context. Consistent with 
this, here we demonstrated that SPP can be reduced through contextual messages. 
Therefore, this study provides support for investigating the utility of social 
psychological approaches for enhancing clinical interventions, as this may 
provide a path for reducing otherwise resistant and pertinent social beliefs that 
maintain clinical disorders. Integrating a social intervention method (by adding 
contrasting messages) in the context of ED therapy may prove a valuable addition 
to traditional individualized methods for addressing perfectionism.  
More broadly, the current study has implications for understanding how 
effective health messages can be created. Although most health messages do 
incorporate normative content (Campo et al., 2004), very few incorporate 
opposing messages. This is despite evidence suggesting that the presentation of 
opposing groups can change health behaviours (Tarrant & Butler, 2011). This 
study provides evidence that crafting health messages to change norms via 
comparisons is a valuable and plausible method to increase the effectiveness of 
existing therapeutic methods. Furthermore, this is consistent with evidence that 
normative change underpins the success of existing group therapies (Cruwys, 
Haslam, et al., 2015).  
Limitations 
There are several limitations in this study. First, this study did not include 
conditions where the messages were presented by themselves, nor did was there a 
context where the male and the female presented their similar messages together. 
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This was largely due to ethical considerations, as we did not wish to increase 
perfectionism in females with dieting tendencies. Therefore, it is uncertain how 
effective each individual message was. For the same reason, these data cannot 
distinguish whether the mere presence of the male perfectionism message reduced 
perfectionism in the predicted direction, or whether participants ignored the male 
and only attended to the female anti-perfectionism message in Condition A. There 
is evidence to suggest that people process messages from out-group members 
differently (Vonk & van Knippenberg, 1995). Consistent with this, near identical 
messages from a man versus from a woman were attended to differently in this 
study; in condition A, the perfectionism message from the man was ignored, 
while in condition B, the perfectionism message from the woman was influential. 
This indicates that it is the source, rather than its content, that was the primary 
driver of social influence in this study.  
Conclusion 
The present study illustrates that presenting a contrasting message from an 
out-group member increases the effectiveness of health messages from an in-
group source. However, at the present stage most, if not all, social health 
messages only present messages from one source at a time. Group norms impact 
health in a number of ways, and while some research has shown that implicit 
comparisons can change group norms (Tarrant & Butler, 2011), this study is the 
first to present how direct comparisons can change group health norms in a 
desired direction. This study argues that the inclusion of out-group members in 
health messages may be a plausible, gainful method to increase the effectiveness 
of existing messages. This study provides an avenue for changing perfectionism, 
which is a belief that is resistant to change and implicated in a serious condition 
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(EDs). In sum, this study suggests that harnessing the power of group dynamics 
may be a practical method for using the power of groups to benefit health.  
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Tables for Chapter Eleven 
Table 13  
Correlations, Means, Standard Deviations, and Cronbach’s Alpha values, 
N=147 
 1 2 3 4 
1. Dieting intentions     
2. fSPP .208*    
3. SOP .197* .303**   
4. EAT-26 scores .425** .221** .262**  
     
M (SD) 5.38 
(1.17) 
4.04 
(1.26) 
5.07 
(0.92) 
62.85 
(11.61) 
Cronbach’s alpha .851 .924 .869 .851 
*p<.05  *p < 0.01 
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Table 14 
     
Between samples t-test results comparing Condition A to B and C on fSPP 
(two-tailed, N=147). 
Condition n 
Mean 
(SD) 
T-Value (comparing to 
Condition a) 
95% CI, upper, 
lower 
A 39 
3.60  
(1.10)  
B 49 
4.11 
(1.21) −2.03 (p = 0.045 −0.010, −1.001 
C 59 
4.27 
(1.34) −2.58 (p = 0.011) −0.156, −1.182 
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CHAPTER TWELVE: CONCLUSION AND FUTURE DIRECTIONS 
Thesis aims and objectives 
The primary aim of this thesis was to test a social identity account of 
perfectionism within disordered eating. It was noted that disordered eating (in 
both subclinical and clinical forms) is dangerous, with a number of negative 
effects on the individual’s health and the health care system. The research 
suggests that social psychological processes may contribute to disordered eating 
behaviour, as they mediate the relationship between society’s expectations and 
individuals’ behaviours. It was discussed that perfectionism is a particularly 
strong risk factor to ED development, and that throughout history, it has been 
defined in a myriad of ways. In context, I focused on how more recent definitions 
of the construct have examined how the social pressure to be perfect drives 
disordered eating, and I then examined how sociocultural pressure might 
influence individual beliefs. I argued that the sociocultural approach is 
inadequate, as it lacked an explanation for how these beliefs lead to behavioural 
changes. To resolve this limitation, this thesis introduced a broad social 
psychological approach that explains how groups influence behaviour, 
culminating in a discussion on how social identity processes influence group 
members. This culminated in advocating for a social identity approach to 
perfectionism and disordered eating, as I believe that this framework provides a 
comprehensive understanding of how social pressure to be perfect causes 
disordered eating. From this framework, a series of hypotheses were created: 
Hypothesis 1: Women with EDs may not see other women—and even other 
women with different subtypes of EDs, with whom they may share other 
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attributes— as ‘true’ women because they see self-control as a core 
feature of this identity.  
Hypothesis 2: People with EDs consistently self-categorise as members of a 
valued social identity. This identity carries a norm of perfectionism, and 
the repeated self-categorisation causes personal identity content to align 
accordingly (analogous to the process of thin ideal internalisation 
described in the clinical literature) 
A: People with EDs strongly value identities that appear to endorse 
perfectionism as a goal (possibly the female identity). 
B: Perceived pressure from the valued social identity (desire to fit in) and 
the personal identity content’s alignment results in disordered eating in 
social situations and when the person is alone.  
Hypothesis 3: People with disordered eating will perceive a status hierarchy on 
the basis of which disordered eating behaviours are considered as being 
closest to perfect, with this hierarchy being affected by recovery and the 
strategies to move between groups affected by permeability: 
A: Recovery will result in shifts in status beliefs, where the perfect ideal 
will shift to a normal weight because “normal” will be seen as the best; 
B: Overall, people with EDs in recovery and those with higher levels of 
disordered eating will conceptualise the boundaries between themselves 
and non-clinical individuals as impermeable, and so will use social 
creativity strategies to compare themselves along a valued dimension of 
self-control (perceived as a norm for women).  
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C: People not in recovery who have an EDs will use individual mobility 
strategies to move to EDs that they construe as higher status (e.g. AN) 
when they believe the boundaries to be permeable, and will display fewer 
disordered eating behaviours when they believe the boundaries between 
themselves and the higher status group to be impermeable.  
Hypothesis 4: The normative content of a valued identity (as conceptualised by 
people with disordered eating) can be changed though social identity 
interventions. 
A: Changing the context in which womanhood is presented can change 
the normative content of this identity from ‘perfect’ and ‘skinny’ to a 
more body positive, accepting norm. 
B: In a context where the norm is shifted by context, women will also 
engage in less disordered eating behaviour. 
To test these hypotheses, this research found it was needed to modify 
existing scales to match social psychological approaches and newer research on 
disordered eating, culminating in several modifications to the Perceived Pressure 
from other scales (Stairs et al., 2012), and changing discontinuous measures of 
disordered eating (the EAT-26) into continuous measures. Both of these changes 
do require further assessment, but these changes were needed in the context of 
our theoretical paradigm.  
However, these hypotheses also relied on a number of assumptions. These 
included:  
Socially prescribed perfectionism is a social norm in certain social groups 
linked with disordered eating; 
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The content of perfectionism norms will vary, and would only be linked to 
thinner ideal beliefs in certain groups; 
Self-control beliefs and dieting intent are linked, regardless of dieting 
success beliefs and body dissatisfaction; 
Perfectionism links to disordered eating through self-control resource 
failure (i.e., an inability to meet group standards for self-control leads 
emotional distress and a consequent loss of self-control in binging, and 
dieting).  
To examine these assumptions, this thesis also set out a series of studies 
that would apply to disordered eating more broadly.  
Summary of findings 
This research project focused on understanding the link between 
perfectionism and disordered eating from a social identity perspective. The key 
dependent variables, in this context, were levels of perfectionism and disordered 
eating. In Chapter Six, this thesis presented a model for perfectionism that 
suggested that the link between perfectionism and disordered eating can be 
explained by understanding how social identity content comes to override 
personal identity content. Specifically, it argued that valued social groups demand 
perfection (socially prescribed perfectionism), which then leads to greater 
personal perfectionism through repeated self-categorisation (self-oriented 
perfectionism). Separately, different social groups communicate the idea of 
thinness as defining perfection. Over an unspecified period of time, these values 
were argued to be internalised into one’s personal identity, meaning that 
regardless of actual group pressure in context, the definition and drive toward 
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perfection would continue to influence eating behaviour. This provided a basis for 
a series of hypotheses (that together, form the Consolidated Perfectionism 
model), studies designed to test these hypotheses, and a series of studies that 
examined the assumptions within these hypotheses. 
Hypotheses 1, 2, and 3 were tested in Chapter Seven. In this qualitative 
study, I asked women with eating disorders (recovered or in recovery) as to their 
perceptions of what it meant to be a woman, and their perceptions for self-control 
as part of this identity. Without direct prompting, these women directly indicated 
that self-control was critical as part of the female identity, and that they used this 
metric to define being a woman. They suggested that women who did not show 
self-control were weak; however, no participant directly indicated that they did 
not see them as true women. Furthermore, no participant suggested that there was 
a consistent norm of eating disorders on the basis of femininity or self-control, 
and therefore they did not indicate that other women or other women with eating 
disorders were “lesser” woman. Therefore, Chapter Seven provides partial 
support for hypothesis 1, as it appeared that self-control did matter as part of the 
female identity, and self-control did determine perceptions of other women, but it 
did not result in discounting “femaleness” from other women or other people with 
eating disorders.   
Chapter Seven provided partial support for Hypothesis 2, as participants 
reported that repeated self-categorisation in a new context changed their 
definition of perfection. Participants also reported they strongly identified as a 
woman, and believed in a norm of perfectionism as a woman. However, contrary 
to Hypothesis 2, personal perfectionism appeared to precede social perfectionism, 
not the other way around (although it appeared that one’s family standards may 
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affect personal perfectionism). Hypothesis 2b was not tested in this chapter, but 
was explored in later chapters.  
Hypothesis 3 was also tested in Chapter Seven. There was partial support 
for the notion that recovery required a change in perfection beliefs, but there was 
insufficient data in the qualitative design to test all other sections of Hypothesis 3. 
People with EDs did not appear to consider the boundaries between disorders 
consistently, nor were there indications that individuals with EDs used social 
identity strategies. Indeed, the sample mostly did not consider others with 
disorders. 
Hypothesis 4 was tested in Chapter Eleven. This chapter sought to change 
the normative content in a valued identity (being perfect as a woman). In this 
study, women with disordered eating tendencies were presented with an anti-
perfectionism statement, contrasted with either a male perfectionism statement, or 
a female perfectionist statement, or all three. As predicted in this chapter, by 
manipulating the context of the anti-perfectionism statement to be contrasted with 
a clear contrast (the male statement), it was possible to reduce perfectionism 
norms (or socially prescribed perfection). In other words, when a male presented 
a perfectionism message, and it was paired with a female anti-perfection message, 
women attended to the anti-perfectionism message because in comparison, she 
dictated what it meant to be a woman (as per the concept of comparative fit in 
social identity approaches). When the perfectionism message came from a 
female, however, participants attended to the perfectionism message, as this 
message fit the norms that they were accustomed to (as per normative fit).  
However, this did not reduce disordered eating, as it may be that the link between 
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perfectionism and disordered eating is less direct (mediated or moderated by 
other factors). 
I also tested some of the underlying assumptions in these hypotheses. 
Chapter Eight tested the assumption that socially prescribed perfectionism was a 
social norm in only certain social groups, and perfectionism in different groups 
had differential relationships with thin ideal beliefs. To test this assumption, 
female dieters completed a series of survey questions that split a socially 
prescribed perfectionism scale along the lines of group membership (i.e., 
specifying which groups were mandating the pressure). These scales only 
presented questions about groups that the participant indicated was valuable to 
them, as pressure from irrelevant groups were found to be inconsequential to 
disordered eating in Chapter Six. This study also presented a series of figure 
ratings that asked which body type was perfect, for their most valued group, their 
least valued group, and their personal beliefs on perfection. It was found that 
perfectionism pressure from valued groups related to thinner ideal beliefs for 
those groups, but this pressure had no relationship to thin ideal beliefs from 
irrelevant groups or general beliefs about which body size constituted perfection. 
This finding suggested that perfectionism pressure from only valued groups 
predicted thinner ideal beliefs, supporting the assumptions stated earlier. 
Furthermore, Chapter Eight did contain a hypothesis that socially prescribed 
perfectionism would mediate the link between Self-oriented perfectionism and 
thinner ideal beliefs (somewhat related to Hypothesis 2b’s assertion that self-
oriented perfectionism and socially prescribed perfectionism’s alignment would 
result in disordered eating; although this would be a moderation instead), but this 
was unsupported. 
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Chapter Nine assessed how thin ideal beliefs, self-control, and dieting 
attitudes were linked. Thin ideal beliefs have been previously linked to body 
dissatisfaction (Stice, 2002; Thompson & Stice, 2016). This is speculated to drive 
disordered eating behaviour (Culbert, Racine, & Klump, 2015; Hawkins, 
Richards, Granley, & Stein, 2004; Stice et al., 1994; Thompson & Stice, 2016). 
As Chapter Six and Six suggested the need to display self-control to be perfect is 
related to disordered eating, this study explored how actual self-control related to 
disordered eating (in the form of dieting intent). In this chapter, evidence was 
presented showing the link between self-control and dieting intent might be 
confounded by the societal expectation of thinness in the form of body 
dissatisfaction (i.e., those high on self-control might not have a need to exert self-
control to achieve a thin ideal because they are already close to their ideal weight 
Hofmann et al., 2007). This relationship could be further confounded by the fact 
that those high in self-control would be more likely to have higher dieting success 
beliefs, but are less likely to employ these methods to reach their ideal weight (De 
Ridder & Gillebaart, 2017). Together, these variables could mean that the 
negative link between dieting intent and self-control is much weaker than 
assumed.  
Chapter Nine tested the assumption that self-control perceptions and 
dieting intent would be linked, regardless of dieting success beliefs and body 
dissatisfaction (against the thin ideal beliefs in valued groups). In a sample of 
female dieters, it was found that self-control negatively related to dieting intent, 
even when controlling for body dissatisfaction and dieting success beliefs. This 
finding suggested that self-control is of central importance in disordered eating 
tendencies. Unpublished findings and marginally significant findings (see 
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preamble to Chapter Nine) also suggested that participants who felt that a 
representative group mandated more self-control had higher greater dieting 
success beliefs than those who did not believe their representative groups had 
such a norm. This suggested that dieting success perceptions were related to 
social dynamics to some degree, although other social dynamics (like 
perfectionism) might be more important in context.  
Chapter Ten tested an associated assumption: that self-control failure 
would mediate the relationship between socially prescribed perfectionism and 
disordered eating. It was believed that an inability to meet group standards for 
perfection as a woman (in the form of self-control, as suggested by other 
chapters) would lead to impulsive disordered eating. Because perfectionism is 
defined as a belief in unreasonable standards, I predicted that this would lead to a 
tendency toward impulsive behaviour due to the extreme distress this causes. This 
would take the form of disordered eating (both binging and extreme dieting). This 
study presented young female dieters with scales designed to measure 
impulsivity, disordered eating, in-group affect (against the female identity), and 
female socially prescribed perfectionism. Impulsivity fully mediated the link 
between socially prescribed perfectionism and disordered eating, suggesting that 
self-control failure as a response to social pressure causes disordered eating. 
Furthermore, in-group affect correlated with disordered eating, but once 
perfectionism and negative urgency were controlled for in a multiple regression, 
this link became non-significant. This suggested that the link between gender 
identification as a woman and disordered eating could be affected by the fact that 
these women who more strongly care about their female identity also tend to be 
more perfectionistic (as suggested by Chapter Seven).  
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Theoretical implications for social psychology 
The empirical research studies in this thesis have presented evidence in 
line with the social identity approach. The studies’ findings support three key 
assertions in this social psychological approach. First, it re-established that 
normative messages that dictate identity are only attended to when they come 
from in-group members. Second, it established that messages from out-group 
members could change norms by increasing the power of messages that normally 
would not be attended to. Third, the findings suggested that personal identity 
content dictates behaviour less than originally asserted by the clinical literature 
(as social groups appeared to affect all facets studied more consistently than did 
personal identity content).   
Social psychological research has demonstrated that messages from in-
group members are processed differently than messages from out-group members 
(Vonk & van Knippenberg, 1995). Most research in this domain, however, has 
focused on addressing inter-group attitudes and stereotypes (Castelli, Arcuri, & 
Zogmaister, 2003), rather than how these messages affect normative beliefs in the 
health domain. Furthermore, much less research has examined how a message’s 
context affects the power of the message, instead focusing on how contrast 
changes the salience of particular identities (Cruwys et al., 2012; Cruwys et al., 
2016; Tarrant & Butler, 2011). Instead, our research chose to use contrasts to 
change normative content. Although this has been written about extensively, the 
use of contrasts to change norms has largely fallen out of favour in the field of 
social psychology, as few researchers use it as an experimental manipulation 
(Tarrant & Butler, 2011). Therefore, this thesis’ use of context aware messages as 
a way to change health norms in a desired direction represents a more recent 
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empirical test of the social identity principles of comparative fit and frame of 
reference effects (via meta-contrast ratios; Haslam & Turner, 1992; Haslam & 
Turner, 1995). By demonstrating the power of frame of reference on normative 
change (which underlie the power of messages in modern society), this thesis 
argues that the social identity approach provides a clear method to shift beliefs. In 
the burgeoning field of social norms marketing (Miller & Prentice, 2016; 
Wechsler et al., 2003) it is accepted that messages should come from in-group 
members to have power to change beliefs (Mackie et al., 1990), but this thesis 
argues that such messages must be context-aware (i.e., understanding the frame of 
reference) to ensure that they deliver normative change in the desired direction. 
This thesis also argues for the centrality of social identity in clinical 
cognitions and behaviour. Clinical psychology in general has largely used 
personal narratives to examine personal risk factors and the development of 
disorders, and even when social groups are considered, it is rare that an explicit 
social psychological theory is applied. A quasi-biomedical approach has 
dominated psychology, where cognitions and biological explanations are heavily 
emphasized, while social ones are largely ignored. This reluctance to use social 
psychology in clinical and biomedical domains has been noted for decades (Suls 
& Rothman, 2004). This is despite the fact it was established almost a decade ago 
that social groups are far more protective against all-cause mortality than most 
biomedical issues, indicating that understanding social psychology may help with 
preventative medicine and psychological practice (Holt-Lunstad, Smith, & 
Layton, 2010). In the biomedical model, explanations for behaviour and clinical 
phenomena are usually described in terms of personality and biology, and 
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generally even when psychological issues present with clear social features, they 
are discussed in intra-personal factors.  
This thesis presented preliminary evidence that a personal factor 
(perfectionism) could also be understood by understanding how individuals 
negotiate their social identities. It has been argued by social psychologists that 
behaviour previously thought to be personal (such as eating) may in fact be 
understood from social psychological perspectives (Cruwys et al., 2016), and that 
personal identity content is often sourced from the values, goals, and norms in 
one’s social groups (Baray et al., 2009; Swann Jr, Gómez, Seyle, Morales, & 
Huici, 2009; Swann Jr, Jetten, Gómez, Whitehouse, & Bastian, 2012). This thesis 
adds to their findings by showing that a clinical phenomenon (perfectionism) can 
also be understood from the social identity approach, further indicating that social 
identity must be understood to get a deeper conceptualisation of human 
behaviour.   
Theoretical implications for clinical psychology 
The reasons why and how socially prescribed perfectionism leads to 
disordered eating. One of the questions posed by this thesis (and other authors; 
see Bardone-Cone and colleagues, (2007) was: why does socially prescribed 
perfectionism lead to disordered eating? This thesis aimed to explain how, by 
considering social psychological principles, perfectionism could arise, and how 
defining perfection in context could lead to disordered eating. In this section, a 
summary will be provided, using the evidence in earlier chapters. 
As discussed in the literature reviewed in Chapter Four, Four, and Five, a 
plausible explanation for the link between perfectionism and disordered eating is 
a social identity account. It was argued a desire to be perfect against a specific 
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definition of self-control in a valued identity was critical in the development and 
maintenance of disordered eating. While conventional clinical psychological 
approaches and sociocultural approaches argue for a desire of thinness as the key 
driver for disordered eating, it was argued that this does not match cross cultural 
and historical presentations of disordered eating. While it is true that a desire to 
present perfection has always been a driver for disordered eating (Bruch, 1978), a 
desire for thinness is inconsistent with some cross cultural evidence (Khandelwal, 
Sharan, & Saxena, 1995; Lee, 2009). Instead, it was argued that a desire to show 
perfection in the form of self-control was may explain the link between 
perfectionism and disordered eating. In Chapter Seven, participants with eating 
disorders directly stated that their definition of perfection was tied to displaying 
self-control to others. They also suggested the drive to be perfect was a personal 
desire (that arose from family dynamics) but recovery required changing the 
definition of perfect that their friends initially mandated. In Chapter Ten, it was 
demonstrated directly that socially prescribed perfectionism (from fellow women) 
was linked to disordered eating through a facet of self-control (known as negative 
urgency). Together, these findings suggest that socially prescribed perfectionism 
causes a greater tendency for the individual to lose self-control when distressed 
(as the standards embedded in perfectionism are largely unattainable). This loss 
of self-control usually leads to greater binging (to deal with the negative 
emotions) or greater dieting to compensate.  
In Chapter Six, it was further argued that strongly identifying with a group 
with a norm of self-control was critical to explaining how perfectionism leads to 
disordered eating. This argument rested on evidence showing that those we 
consider unhealthy perfectionists are usually only perfectionistic in certain 
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domains (Stoeber & Stoeber, 2009), and that perfectionism pressure (even from 
valued groups) may be insufficient to cause disordered eating, as socially 
prescribed perfectionism is variable depending on context (Mitchelson & Burns, 
1998). In Chapter Seven, participants with EDs suggested that stronger 
identification with being a woman, and a perceived norm of self-control as 
woman, increased disordered eating. In Chapter Ten, stronger in-group affect (a 
facet of group identification) was correlated with greater disordered eating, but 
the link disappeared when controlling for socially prescribed perfectionism from 
fellow women, and negative urgency. Together, these findings suggested the link 
between female identification and disordered eating is due to a belief that needing 
to be perfect as a woman. However, this is link is further explained by the 
impulsive eating caused by the distress at not being able to meet social standards.   
It is argued that perfectionism itself should be understood by considering 
social identity principles of how groups affect individuals, and how individuals 
navigate their social environments. As mentioned previously, perfectionism 
should be considered by understanding domain specificity. Research should 
consider how different groups define what is perfect, and how different groups 
may or may not impose pressure to be perfect. Largely missing from this research 
is a consideration as to whether or not groups truly impose pressure. Further 
research should examine both the perceived sources of perfectionism, and using a 
social network analysis (i.e., actually checking what group members say about the 
group) to assess whether this is a representation of a social reality.  
 The evidence accumulated in this thesis suggests that the social identity 
approach can explain more than just disordered eating behaviour (Cruwys, 2013; 
Cruwys et al., 2016), but also the social cognitions that put a person at risk for 
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disordered eating and maintain disordered eating. This thesis suggests that family 
dynamics cause personal perfectionism as a drive to be perfect, which is 
consistent with decades of evidence (Flett et al., 2002b). However, personal 
perfectionism on its own is insufficient to cause disordered eating, as the 
definition of perfect can vary across contexts. When an individual with high 
personal perfectionism joins a group that suggests a definition of perfection 
(through mandating self-control) and pressures members to be perfect in this way, 
disordered eating follows. This explains why perfectionism does not always lead 
to disordered eating (Slof-Op't Landt et al., 2016), why joining groups 
traditionally high on disordered eating does not automatically cause all members 
to develop an eating disorder, and why a change in the definition of perfection 
was associated with recovery in our sample (and in other work; Petersson et al., 
2017). Future research should potentially address the interaction effects between 
SOP and SPP types, as this may be important in predicting disordered eating 
behaviour. 
By using the social identity approach, this thesis describes one major 
factor in determining how perfectionism leads to disordered eating: social norms 
embedded in a valued group. This norms are often explicit (in terms of fat talk, as 
seen in Chapter Seven) which match societal expectations for women (Hesse-
Biber et al., 2006). The social identity approach stands in contrast to other models 
of perfectionism and disordered eating (Rodgers, Chabrol, & Paxton, 2011; van 
den Berg, Thompson, Obremski-Brandon, & Coovert, 2002), as it explains how 
sociocultural pressure to be perfect through thinness is communicated through 
specific subgroups in society. This thesis suggests joining these groups not only 
causes disordered eating through social pressure to conform with norms 
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(Crandall, 1988; Louis, Davies, Smith, & Terry, 2007; Mollen, Rimal, Ruiter, & 
Kok, 2013), but also that these norms mandate perfection through self-control, 
and that certain women (high on personal perfection) are more likely to act 
according to these norms. Our approach is able to integrate traditional individual 
differences approaches to perfectionism; it does not deny that personal 
perfectionism is critical in determining disordered eating behaviour, but provides 
a framework for how social norms in groups can cause an individual to re-
conceptualise a personal desire to perfect. By understanding how groups 
influence members to change their beliefs, this thesis demonstrates the value of 
understanding social identity mechanics of identification and social norms.  
Why context matters in therapy designed to reduce clinical phenomena. 
This thesis also asked why perfectionism was so difficult to treat, and why it 
predicted relapse in previous studies. In Chapter Seven, participants with EDs 
suggested that their recovery required changing their perfectionism definition, not 
reducing the actual desire. They also suggested that their perfectionism largely 
persisted after therapy, and it was related to the idea of self-control. As alluded to 
in Chapter Three, women are constantly provided with a definition of perfection 
through the media (Hesse-Biber et al., 2006), and it is largely normal for women 
to engage in bodily self-disparagement (fat talk) against a higher standard 
(Britton et al., 2006; Ousley, Cordero, & White, 2007; Sharpe, Naumann, 
Treasure, & Schmidt, 2013). This means that women are constantly presented 
with a perfection definition outside of therapy that is largely unhealthy, and this is 
magnified in certain social groups. Women with EDs are told in therapy that their 
perfectionism is unrealistic, and that they should instead consider how they can 
be more effective in their daily lives (Fairburn et al., 2008). Specifically, in the 
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CBT-Enhanced Broad Perfectionism module, the extreme standards and 
associated consequences in perfectionism are challenged by discussing other 
areas in patients’ lives, discussing how they can instead consider how they can be 
more effective in their chosen domains, and asking patients to explore the origins 
of over-evaluation (Fairburn et al., 2008). In doing so, a psychologist works with 
the patient to lead them to the idea that perfectionism is both unrealistic and not 
ideal (Fairburn et al., 2008). However, as soon as they leave their therapeutic 
environment, they are bombarded with messages from other people whom they 
admire, telling them that a perfect body is possible, and their social groups may 
openly comment on how being perfect means showing self-control in their eating 
behaviour. This means that therapeutic messages may not be effective because the 
social environment largely overrides the therapeutic environment in dictating 
relevant norms.   
Our findings, especially in Chapter Seven and Ten, suggest that the 
content of the messages in therapy must be context aware by understanding frame 
of reference effects. In Chapter Eleven, a low perfectionism message (drawn 
directly from clinical literature) was presented in every condition. However, the 
conditions that most resembled the messages women get in real life (where 
women are also told by fellow women to be perfect, or when this message was 
repeated by both a woman and a man) were the condition that had the highest 
socially prescribed perfectionism. In Chapter Seven, women with eating disorders 
openly discussed the idea of a “disconnect” between what friends and family said 
versus what their healthcare professionals said. This suggests that effective 
therapies should be context aware, and potentially encourage social change in 
patients as well.  
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The findings of this thesis could be integrated into group-based CBT-Eb 
for perfectionism (Lloyd et al., 2014). It is established that group therapies can 
actually increase disordered eating if the group norm is insufficiently controlled 
(Vandereycken, 2011). To avoid this, therapies designed to reduce perfectionism 
in disordered eating could integrate an establishment phase that explores 
contrasting messages (e.g., in CBT-Eb, this could be done Stage 2; Fairburn & 
Cooper, 2014). By detailing a negative contrasting message from an out-group 
member (e.g., men in society require you to be perfect, as compared to a female 
anti-perfectionism message), the norm that a patient may see as part of their 
valued identity may be more likely to shift to a healthier, more therapeutic norm. 
Furthermore, when presented together with the perfectionism messages from 
society, women may be more likely to resist these messages as a new, more 
relevant norm countering perfectionism would be established in therapy. It has 
already been shown that positive social groups with positive social norms can 
buffer against disordered eating behaviour (Cruwys, Haslam, et al., 2015). 
Therefore, understanding the patient’s social context and changing therapeutic 
messages to counter these norms specifically may add to existing therapeutic 
approaches.  
On the other hand, this thesis also implies that negative social groups may 
increase disordered eating cognitions (see Chapter Six). There is a possibility that 
recovery from an eating disorder may require avoiding some toxic social groups 
to avoid reinforcing the negative beliefs that maintain disordered eating (e.g., 
perfectionism) as an uncontrolled social environment can increase disordered 
eating (Vandereycken, 2011). If patients with eating disorders remove themselves 
from groups with high amounts of ‘fat talk’, they may be more likely to show 
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sustained drops in perfectionism and disordered eating as the context is conducive 
to recovery. Some evidence has suggested that removing oneself from toxic 
groups can increase one’s health (Dingle, Stark, Cruwys, & Best, 2015). The 
findings of this thesis further emphasize that controlling clinical messages and 
their social context may be needed in conjunction to order to achieve lasting 
change.  
Understanding the nature of disordered eating in general. The findings 
of this thesis suggest that it is insufficient to use biomedical (and individual 
differences) models to understand disordered eating and the cognitions involved. 
Decades of practice have considered disordered eating and associated cognitions 
as a specific consequence of biological or psychological issues, that are largely 
specific to a clinical cohort (Suls & Rothman, 2004). Perfectionism has been 
treated in the same way, as researchers have historically consider perfectionism as 
two different types normal and neurotic (Hamachek, 1978). In this thesis, it was 
argued that although it is currently accepted that perfectionism itself is not 
clinical, current conceptualisations of perfectionism (which focus on individual 
differences approaches) are insufficient to explain how perfectionism is linked to 
psychopathology. They fail to recognise exactly how social definitions of 
perfection lead to clinical outcomes (like disordered eating), by instead 
considering the quantities of different types of perfectionism (Smith et al., 2016). 
These approaches largely focus on the quantity of perfectionism (higher levels of 
socially prescribed perfectionism, for example) rather than the quality of 
perfectionism. However, it is a difference in quality of perfectionism bounded in 
social norms, not quantity, which likely relates to psychopathological outcomes. 
As would be expected based on this perspective, Chapter Seven showed that 
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those with eating disorders discussed that perfectionism was unrelated to 
disordered eating, until they joined specific social groups. This supported the idea 
that perfectionism did not directly link into disordered eating unless social groups 
mandated specific norms. Furthermore, in Chapter Eight, it was found that higher 
perceived pressure to be perfect from groups did not always relate to thinner ideal 
beliefs. This supports the assertion that perfectionism does not relate to thinner 
ideals unless specific groups mandate a culture conducive to disordered eating. 
This thesis argues social processes must be understood in order to understand the 
continuous nature of psychopathology, especially in the context of disordered 
eating.  
Previous research has examined social identity and disordered eating 
(Cruwys, 2013; Cruwys et al., 2016; Ison & Kent, 2010), but this project extends 
on their findings by examining the social psychological precursors to disordered 
eating. Other research has understood disordered eating behaviour from the social 
identity approach by discussing the modelling of behaviours, where people tend 
to use the eating behaviours of others as a guide their own eating choices 
(Crandall, 1988; Cruwys, Bevelander, et al., 2015; Cruwys et al., 2012). Other 
research has also examined the impact of identity salience, where making an 
identity salient can change eating behaviour (Louis et al. 2007). This thesis adds 
to this perspective by suggesting that psychological constructs implicated in 
disordered eating (which are usually considered from an individual difference 
approach) may be complemented by a social psychological approach. This thesis 
suggests that understanding how group norms relate to psychological constructs 
implicated in disordered eating may lead to a deeper conceptualisation of how 
disordered eating manifests and dissipates. Examining the behaviour from a 
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social psychological perspective adds to our understanding of disordered eating, 
but examining the cognitions that precede disordered eating from a social 
psychological perspective may add to prevention and intervention attempts.  
While this thesis focused on perfectionism, there are a number of other 
psychological processes in disordered eating that might also need a social identity 
approach. For example, stress, low self-esteem, and depression have all been 
implicated in disordered eating development (Martyn-Nemeth, Penckofer, 
Gulanick, Velsor-Friedrich, & Bryant, 2009). There is a possibility that all of 
these are related to social identity processes, especially depression (Cruwys et al., 
2014). By providing an example of how the social identity approach adds to 
contemporary models of disordered eating, this thesis adds to the knowledge on 
the risk and maintaining factors of disordered eating. It also provides practical 
methods of using this theory, as will be discussed in the next section.  
Practical uses 
The most critical contribution this thesis provides in in Chapter Eleven. 
This chapter provides a framework that could add to direct clinical interventions 
for disordered eating (Fairburn et al., 2008; Tchanturia et al., 2016), but also a 
potential avenue for crafting health messages to reduce disordered eating in a 
context-sensitive manner. There is a substantial amount of research examining 
how the power of a health message is a function of shared identity (see research 
on social norms marketing; Wechsler et al., 2003), but this thesis emphasizes that 
context of the message determines whether or not an individual perceives an 
identity as “shared”. Health approaches have understood that shared identity 
matters, but generally has ignored context.  
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This thesis suggests that health messages need to tailor their approach to 
match the context more broadly. This could be done by changing the message 
content or changing the message source (to make the source more similar to the 
targets), or even manipulating the context to favour the message. For example, to 
reduce disordered eating in Australian teen girls at a school, the message source 
should be more similar to the target than any other source they may encounter 
(for example, a fellow classmate). Another example could be to manipulate the 
meta-contrast ratio to weaken the power of contrasting messages through 
comparative fit, effectively increasing a source’s power (and weakening others) 
by causing re-categorisation. In the same example above, if young teen girls were 
engaging in a fad diet encouraged by American bloggers, simply listing statistics 
about the differences between the positive classmate and the American bloggers 
may be sufficient to cause teens to re-categorise, change their normative beliefs, 
or cease their fad dieting. If it is made clear that the American blogger has little 
similarity to the Australian teens, the meta-contrast ratio will shift to confer 
influence to the health message from the classmate (though shared identification).  
While this thesis does provide a framework for developments towards 
reducing disordered eating, this thesis also has implications for understanding 
dieting behaviour in general. In Chapter Nine, this thesis established that the 
negative relationship between self-control and dieting intent was not confounded 
by body dissatisfaction and dieting success beliefs. In Chapter Ten, it was found 
that self-control failure against a group standard predicted disordered eating. 
These two chapters, in combination, suggest that dieting behaviour is partially 
explained by a failure to meet a standard of self-control suggested by a group. 
Previous research has suggested that a failure to adhere to a body shape desired 
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by society in general results in dieting (Culbert et al., 2015; Doris et al., 2015; 
Thompson & Stice, 2016), but this thesis suggests that maybe it is a failure to 
exhibit constant self-control against a self-control standard that causes dieting 
behaviour. This suggests that dieting behaviour may be a consequence of failing 
to meet self-control requirements set by a group. Comments about being fat and 
skinny (common in fat talk; Britton et al., 2006; Ousley et al., 2007; Sharpe et al., 
2013), may be secondary to an overall norm endorsed by fellow group members 
to display self-control. In a practical sense, it may be needed that interventions 
should target this norm of self-control as well as body evaluation norms.  
Strengths and limitations 
There are three main strengths in this thesis. First, by starting with cross-
cultural evidence to understand the social nature of disordered eating, this thesis 
argues that all research should focus on cross cultural research to ascertain the 
core components of psychopathology. In earlier chapters, it was established that 
disordered eating in Western cultures is driven by a desire to be thin (Thompson 
& Stice, 2016). However, in other cultures (and historically), disordered eating 
was instead linked to perfection in a particular field, and as a result, eating 
disorders often presented without the body image distortions seen in Western 
patients (Khandelwal et al., 1995; Lee, 2009). This presents compelling evidence 
that the way that societies define perfection through social norms may alter the 
presentation of disordered eating. Furthermore, by integrating this evidence with 
an understanding of social psychology, this thesis has approached 
psychopathology by focusing on what is shared in a universal, human experience: 
the desire to belong to a group and the intra-group dynamics in play. The findings 
of this thesis may be applicable in other countries, as it is likely the intra-group 
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and intergroup dynamics still dictate disordered eating behaviour (Ahlin, 2018). It 
is assumed that the social dynamics are universal across cultures, and therefore, 
the findings of this thesis could be adapted by other cultures as well.  
The use of the social identity approach is another strength of this thesis. 
As stated in multiple chapters, most approaches to psychopathology that use 
social psychology are limited in their applications. They usually choose features 
of the social environment, such as family dynamics (Flett, Hewitt, Oliver, & 
Macdonald, 2002), to discuss risk factors, but fail to explain how and why the 
social environment relates to psychopathology because of a lack of engagement 
with social psychological literature. This is despite the fact that it is accepted that 
in clinical psychology (especially disordered eating), how and why an individual 
relates to a specific group has been highlighted as a potential risk factor for 
psychopathology development (Crandall, 1988). The social identity approach is 
perhaps the best theoretical approach in contemporary social psychology for 
explaining social behaviour. It presents a clear method to understanding how 
groups exert influence on individuals (Tajfel, 1978; Tajfel & Turner, 1986), why 
some groups are more attractive than others to potential members on the basis of 
status (Tajfel & Turner, 1979), and presents how the norms embedded in certain 
groups relate to behaviour (Terry & Hogg, 1996). By using this particular 
theoretical approach, this thesis is able to use decades of research on social 
psychology to explain group dynamics implicated in clinical psychology (Chapter 
Six), and can use this same literature to suggest improve clinical approaches and 
messages (Chapter Eleven). Science as an endeavour requires the use of 
assumptions that are directed toward a phenomenon (Chalmers, 1973, 2003), yet 
the research in clinical spheres on social dynamics is almost entirely a-theoretical, 
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or constructs new theories to fit little evidence rather than testing assumptions. It 
has been argued by science philosophers that findings should be an independent 
arbiter of theory, forcing revisions of theory, rather than having findings and 
building a theory to match (Chalmers, 2003). By explicitly laying out the 
assumptions, falsifiable hypotheses, and perspectives against a specific 
phenomenon by using this theory, this thesis provides a solid foundation from 
which to understand social clinical phenomena. This thesis links specific 
phenomena like disordered eating with the SIA, thereby allowing the use of a 
broader theory to generate testable hypotheses. This approach means that gaps in 
existing paradigms to understand the link between perfectionism and disordered 
eating are addressed (Bardone-Cone, 2007).  
Another strength of this thesis is the use of theory to create new 
applications that can be deployed cheaply and effectively. In Chapter Eleven, I 
present a plausible mechanism to reduce a psychological issue that drives 
disordered eating behaviour through appropriately constructed messages. Most 
health message research considers how a single message can be optimised, but 
our research suggests even adding one other message in conjunction can increase 
the power of a particular message. This method is relatively cheap, as it does not 
require large changes to existing health interventions, but does appear to increase 
their power. Research in the area of so called “wise interventions” has 
demonstrated that small changes, especially in existing health interventions, can 
make a positive difference (Walton, 2014). This approach to “nudging” has been 
critiqued, however, because this approach considers individuals as cognitive 
misers who passively receive information, rather than individuals who consider 
any messages (including wise intervention messages) in line with their social 
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identity beliefs (Mols, Haslam, Jetten, & Steffens, 2015). By using social identity 
principles to make small changes to existing messages, this thesis presents a 
plausible mechanism of integrating social psychology with wise interventions. In 
this way, this work provides a stronger avenue for future intervention research 
based in social psychological theory.   
There are a number of limitations in this thesis. The first major limitation 
is that this study focused on one definition of perfectionism. I chose to focus on 
this definition of perfectionism on the basis on theory, but there is a possibility 
that other definitions of perfectionism are superior for the understanding of eating 
pathology. For example, newer scales suggests that perfectionism is made up of 
rigidity, self-criticism, and narcissism (Smith et al., 2016). These could be more 
reflective of the processes involved in disordered eating and social identity than 
were the scales used in this thesis; rigidity might reflect personal norms, self-
criticism may be a social norm of self-degradation, and narcissism (as defined in 
this scale as hyper-criticism, grandiosity, and entitlement) may be a mixture of 
social and personal identity. However, as this scale was released after these 
studies were designed, I chose the best available evidence to design these studies. 
Furthermore, the scale chosen in this study is similar to those most frequently 
used with disordered eating patients, so it is likely that this thesis’ use of these 
scales still has value.  
Another limitation for this thesis was the largely cross sectional and 
experimental nature of the studies. Perfectionism appears to predict disordered 
eating over time, and as a result, the link between perfectionism and disordered 
eating likely takes time to manifest (Soares, Macedo, et al., 2009). This means 
those with high perfectionism, once they join a group with high rates of 
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disordered eating, do not suddenly start engaging in disordered eating behaviour. 
Instead, it is more likely that repeated exposure to disordered eating, fat talk, and 
appearance comparisons changes perfection definitions gradually within the 
individual. The studies in this thesis largely had an a priori assumption that this 
was the case, rather than directly testing this. This is likely why perfectionism 
reduction did not result in a corresponding drop in disordered eating in Chapter 
Eleven, as the effect of reducing perfection may only affect eating behaviour over 
time. In this thesis, it was not feasible to test the delayed effects of reducing 
perfectionism.  
The samples used in this thesis also present another limitation for the 
generalisability of these findings: I drew primarily from university samples, 
online participant pools (paid for via Prolific™ and unpaid, in the case of Reddit), 
and community recruitment in English speaking countries. Although these 
samples are similar to participant pools traditionally used in this area (Froreich, 
Vartanian, Grisham, & Touyz, 2016); Sowles et al., 2018), all of these samples 
are largely white and have a higher socioeconomic status (Crone & Williams, 
2017; Posch, Bleier, Flöck, & Strohmaier, 2018; Shatz, 2017; Sowles et al., 
2018). Considering that this was a social psychological focused study, and social 
psychology can vary depending on subculture, this represents a major limitation. 
As I did not ask about cultural identity (i.e., how participants saw their own 
culture) or socioeconomic background in the survey-based studies, it was 
impossible to determine whether the participants identified with the broader 
culture in their countries of thin ideals, or definitions of womanhood. There is 
evidence showing that subcultural groups have different definitions of what an 
ideal body shape looks like (e.g., African American women compared to the 
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general American population; Parker et al., 1995). This means the findings of this 
thesis may be more reflective of high socioeconomic status women, rather than 
disordered eating tendencies in the general population. Furthermore, in the study 
where I did filter by nationality (the qualitative study), I had a relatively high 
dropout rate (six of the 16 dropped out), and therefore narratives on national 
culture may have been omitted. Future research should assess cultural identity 
within participants to understand if that changed how individuals navigated their 
social identities in that broader culture, and how this may change the relationship 
between perfectionism and disordered eating.  Another associated limitation 
relates to the use of the social identity approach to understand disordered eating 
behaviour. Social identity processes can be affected by personal variables (as 
discussed in Chapter Five), and it can be difficult to separate these factors. 
Because individuals negotiate their social identity (and associated norms) rather 
than being passive receivers of social information (Steffens et al., 2014), any 
social message may be filtered through unaccounted personal variables. This 
introduces unexplained variance, and likely results in weaker social identity 
effects than anticipated. This is particularly relevant to the topic of this thesis as 
personal identity content may entirely override social identity content in 
determining eating behaviour. For example, an individual may ignore social 
pressure to eat less calorie rich foods because they care more about their personal 
identity content (i.e., I, as an individual, love cake). Another example would be 
that an individual may have their own definition of perfection that is completely 
unrelated to social norms (as part of their personal identity content). While this 
research does attempt to account for this issue to some degree by measuring 
personal as well as social variables, it is difficult to separate personal and social 
features, as these can overlap considerably (Baray et al., 2009; Swann Jr et al., 
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2012). The findings of this thesis could be strengthened through a social network 
analysis, as it would result being able to separate the social features and the 
personal features, and understand their unique contribution, and how much these 
interact.  
Future research 
At the end of every empirical chapter, a number of future avenues for 
research have been suggested. To provide a broader understanding beyond simply 
testing the veracity of claims or validity of specific hypotheses across contexts, 
this section discusses how using social psychology to understand psychological 
concepts implicated in eating could be expanded in two key ways.  
First, future research should look to understand social dynamics in eating 
behaviour by examining how the facets of personal and social identity interact to 
determine eating behaviour. For example, Chapter Six discussed concepts such as 
perceiver readiness, comparative fit, normative fit, and positive distinctiveness. 
While there were discussions on comparative fit in Chapter Eleven, and the ideas 
of normative fit were discussed in Chapter Seven, positive distinctiveness was not 
addressed. The integration of these ideas was also not addressed for the most part, 
especially as normative fit and comparative fit have been shown to interact 
(David & Turner, 1999). In other words, what makes us is affected by both what I 
think is “us”, in context of what makes “them”, and how ready an individual is to 
think of oneself as a member of us might be affected by normative and 
comparative fit. Future research should first address perceiver readiness in 
disordered eating behaviour, then move to understanding how comparative and 
normative fit interact with perceiver readiness.  
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The usefulness of the social identity approach in context suggests another 
avenue of exploration: cross-cultural research to inspire a deeper understanding of 
psychopathology. Psychology as a discipline (especially clinical psychology) has 
long been criticised as overly focused on individuals from Western, educated, 
industrialised, rich, and democratic countries (Azuma, 1984; Henrich, Heine, & 
Norenzayan, 2010). This does not just result in an inability to apply therapy 
cross-culturally (as the assumptions embedded in theory simply may not apply in 
other cultures). It also results in a poorer understanding of the issue, and risks 
“exporting” psychopathology (Lee, 2009). By understanding what is shared 
across cultural contexts—the social dynamics—a better understanding of the core 
drivers of psychopathology (rather than the peripheral symptoms) may be 
possible. One of the strengths of this thesis was to start by looking at cross-
cultural evidence to understand a specific determinant of disordered eating, 
uncovering a specific norm that appeared to be consistent across cultures: a norm 
dictating self-control within a specific social identity (Miller & Pumariega, 2001). 
Future research should investigate how specific social identity processes in other 
cultures relate to psychopathology (both in general and specific to some 
disorders). For example, it has been highlighted that a social identity approach to 
depression has value, as social connectedness has a significant impact on 
depressive symptomology (Cruwys et al., 2014). This is argued to be a universal 
factor that is likely to apply across cultures, and exploring exactly how social 
identity principles dictate social connectedness across cultures may also be a 
future avenue for research.  
Finally, this thesis’ ability to explain a psychological phenomenon from 
the social identity approach indicates that future research should expand on how 
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other illnesses can be affected by group dynamics. For example, future research 
should focus on other types of social eating behaviours that cause significant 
problems for the individual, such as excess consumption of sugar implicated in 
diabetes (World Health Organisation, 2017). There is preliminary evidence that 
suggests that certain sections of society refuse to modify their eating habits post-
diagnosis as to do so would violate the norms of their groups. Specifically, ethnic 
minorities are much more likely to develop diabetes (Colagiuri, 2007), but this is 
likely due to social, not genetic, factors (Oldroyd, Banerjee, Heald, & 
Cruickshank, 2005). These same minorities tend not to manage their symptoms 
well, as they tend not to change their diet (Henderson, Kendall, & See, 2011). 
The social identity approach may be valuable to understand and modify the social 
norms that dictate resistance to diabetes interventions in ethnic minorities. 
Although there is social research on diabetes, primary health care professionals 
still rely primarily on a biomedical model, and social psychologists who focus on 
intergroup relations have largely ignored diseases that are “medical” in nature. 
While there are models of health behaviour that use social psychological concepts 
(e.g., theory of planned behaviour and the use of norms; Montano & Kasprzyk, 
2015), the use of theories built to understand intergroup relations (e.g., social 
identity theory) in this context is rare. There are more recent attempts to use our 
understanding of social identity to improve group characteristics for health 
(Haslam, Jetten, Cruwys, Dingle, & Haslam, 2018), but this approach is still in its 
infancy. As such, this thesis provides a number of new avenues for applied 
research that understands and harnesses the power of groups.  
PERFECTIONISM, SOCIAL IDENTITY, AND EATING                                                        248 
Conclusion 
 This thesis started by describing how disordered eating is a topic worth of 
investigation, due to the cost it incurs to sufferers and society. A need to understand 
the psychological factors that increase risk and maintain disordered eating was then 
presented, by describing how perfectionism increases disordered eating. Because 
perfectionism was shown to be strongly linked to social expectations and social 
influence, this thesis then described general social psychological approaches to social 
influence to lead to a social identity account of perfectionism and disordered eating. 
This social identity model of perfectionism, known as the Consolidated 
Perfectionism model, presented a series of hypotheses and assumptions that were 
tested in later chapters. In Chapter Seven, qualitative evidence was presented 
showing that narratives on perfectionism, disordered eating, and recovery from an 
eating disorder matched social identity approaches. This supported the Consolidate 
Perfectionism model by demonstrating that perfectionism appeared to be a 
negotiation of social norms embedded in valued identities. In Chapter Eight, 
perceived perfectionism from valued groups was shown to result in thinner idea 
beliefs for valued groups, but this pressure did not relate to beliefs from irrelevant 
groups or personal perfectionism beliefs. This suggested that thinner beliefs (and 
therefore, possible body dissatisfaction) are related to social identity processes of 
identification with relevant groups and their norms. Chapter Nine explored thin ideal 
beliefs more broadly to understand how body dissatisfaction related to dieting. This 
chapter found that while body dissatisfaction predicted dieting behaviour, lower self-
control appeared to be the key factor that predicted dieting intent (even when 
controlling for dieting success perceptions and dissatisfaction). This was explored 
further in Chapter Ten, where perfectionism pressure from fellow women was linked 
to a tendency to lose self-control when distressed, which was then linked to greater 
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disordered eating. Furthermore, in Chapter Ten it was found that greater 
identification as a woman increased disordered eating, but this was insignificant once 
controlling for perfectionism demands from fellow women and the subsequent self-
control loss. In Chapter Eleven, it was hypothesised that because previous chapters 
identified that perfectionism appeared to be based on social pressure regarding 
norms, social identity processes could be used to reduce perfectionism. Specifically, 
this chapter used a frame of reference manipulation to successfully decrease 
perfectionism by presenting a female-based no-perfectionism message by paired with 
a male, high perfectionism message. Overall, this thesis has contributed to the new 
movement of using social identity to understand health, and create customised 
messages that are target health norms. This thesis also presents plausible avenues for 
clinical psychology by creating effective messages to reduce disordered eating in 
society (by being aware of context). By presenting this evidence, this thesis clearly 
discusses how using a social identity analysis of psychological processes can 
contribute to our understanding of disordered eating behaviour.  
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